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THE ACADEMIC DOSSIER
ADULT MENTAL HEALTH ESSAY
Edition 20(05) of the Psychologist had a picture on its front cover of the DSM IV 
burning. What issues might this raise for service users, psychiatrists, psychologists
and you?
YEAR 1.
Edition 20(05) o f the Psvcholosist had a victure on its front cover o f the DSM IV  
bumins. What issues misht this raise for service users, psychiatrists, ysvcholosists 
and you?
Amongst the pioneers who were implemental to psychiatric thinking, Emil 
Kreaplin’s (1855-1926) perspective was the most permeative. Panksepp (2004) 
emphasises that Kreaplin’s influence on psychiatry is still evident in the fourth 
edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; 
APA, 2000). Kreaplin believed that longitudinal clinical research on the 
underpinnings of pathological processes led to diagnostic systemisation {ibid). 
Currently in the National Health Service (NHS) ‘mental disorder^’ is predominantly 
discussed in organic terms. A medical model conceptualisation of ‘mental disorder’ 
still exists amidst scientific psychological advancements that argue every aspect of 
people’s lives are unique and needs to be considered when formulating their 
psychological status (Shorter, 2005). By boldly showing an image of the DSM-IV 
burning on their front cover. Edition 20(05) of The Psychologist raise the contentious 
issue of medical diagnosis to the fore of a changing National Health Service (NHS).
It seemed clear to me why I would choose this essay; I worked as a community 
psychiatric nurse (CPN) within a multidisciplinary team (MDT) for four years and 
have seen diagnosis at ‘work’. It was an opportunity to reflect on how my ideas of 
mental disorder may have influenced my change in career. On doing the research and 
reading edition 20(05) of The Psychologist I felt the profession which I had now 
become a part of seemed in complete disregard of their colleagues (psychiatrists). 
While some of the criticisms seem justified, I remain opposed to the ‘totalitarian’ 
approach assumed by edition 20(05) of The Psychologist. Whilst seemingly 
emancipatory over a domineering medical model, the image of the DSM-IV seems to 
raise more issues than it resolves.
The issues raised in this essay are understood within the limitation of my clinical 
experience, knowledge and cultural background. The essay question asks to explore
 ^ Mental Disorder is put in inverted commas because that author feels that to label someone as disordered is to 
place value judgments on others and suggestive that we have our minds in order.
some of the problems that may be raised for psychologist, psychiatrist, service user 
and me. I am aware that these factors overlap and cannot be robustly categorised. A 
psychologist or psychiatrist may indeed be a service user or vice versa and the issues 
raised by the burning image of the DSM-IV that affect mental health professionals 
inevitably affect the service and service users. To address this, the issues that are 
envisaged to be raised by the burning image of the DSM will be encapsulated as 
questions and where it is clear; indication will be made as to whether these issues 
affect the psychiatrist, psychologist, service user or me.
Brief history of the DSM
When the DSM-I was first published in 1952 by the American Psychiatric 
Association (APA) it largely considered biological, social and psychological 
elements of ‘mental disorder’. Spielberger (2004) states this was mainly due to the 
influences of biological psychiatrist A. Meyer and a psychoanalyst K. Menninger. 
Due to failure to unequivocally link most ‘mental disorders’ to biological functions 
DSM-II abandoned Meyerian influences in favour of categorising different 
syndromes into symptom clusters; medical model (Flanagan, Keeley, & Blashfield, 
2008; Spielberger, 2004). Shorter (2005) asserts the DSM’s focus on the medical 
model resulted in an upsurge of psychopharmacology. Psychiatric consultations 
resulted in prescriptions and the manufacture of psychoactive medication such as 
flouxetine (prozac) made billions of dollars in profit (Flanagan, et al., 2008; 
Panksepp, 2004). Psychiatry became dependent on drug companies to fund their 
research programmes and some drug companies steered diagnosis in the direction of 
medication they offered (Panksepp, 2004). Today, the DSM is widely used by mental 
health professionals around the world (Berganza, Mezzich, & Banzato, 2005b).
What is mental disorder?
One issue that the burning image of DSM-FV on the fi*ont cover of the Psychologist 
(edition 20(05) may raise for psychologists and psychiatrists is for them to reconsider 
how they conceptualise ‘mental disorder’. DSM-FV (2000) seeks to classify ‘mental 
disorder’ i from a medico-biological approach in conformity with psychiatric
 ^Each o f the mental disorders is conceptualized as a clinically significant behavioural or psychological syndrome 
or pattern that occurs in an individual and that is typically associated with either a painful symptom (distress) or
assumptions (Moncrieff, 2007). Many psychiatrists believe psychiatric disorders 
result from neurochemical imbalances among many transmitter systems (Panksepp, 
2004). Other psychiatrists argue that the DSM’s conceptualisation of ‘mental 
disorder’ is nominalist; “...mental illness can at present not be sufficiently defined as 
a real object, e.g. as a brain disease; however, we can develop operational criteria for 
the terms we use to describe mental illness...” (Hoff, 2005). Conversely, 
psychologists’ conceptualisation of ‘mental disorder’ is based on the argument that 
people are at some point on a continuum from well to ill (Kim & Ahn, 2002), though 
this has varied over time (Spielberger, 2004). Where people are placed on the 
continuum depends on how individual, situational and biological factors impact on 
the persons difficulties (Berman, 2005). Psychologists assert that ‘mental disorder’ is 
an understandable reaction to stressful life circumstances within a person’s life story 
(Plante, 2005).
The burning of the DSM-IV may represent for psychologists the ‘burning’ of the 
atheoretical nature in which DSM-IV conceptualises ‘mental disorder’. Nathan and 
Langenbucher (2003) argue the understanding of ‘mental disorder’ was furthered by 
the psychodynamic theory on the relationship between emotional conflict and the 
ego’s defense mechanisms, yet the DSM-IV ignores these contributions. It seems 
naive to try and conceptualise ‘mental disorder’ which is free from etiological 
assumptions, these theories give diagnostic classifications their scientific and clinical 
relevance (Maj, Geabel, Lopez-Ibor, & Satorius, 2002).
It seems the psychological, psychiatric or nominalist standpoints to understanding 
‘mental disorder’ inevitably influence how efficacy and effectiveness is measured. A 
medico-biological conceptualisation of ‘mental disorder’ has encouraged the 
development of psychiatric medication that targets discreet mood states and 
associated behavioural tendencies (Berganza, et al., 2005b; Maj, et al., 2002; 
Moncrieff, 2007). Psychologists have raised validity issues over how the same drugs 
are used to treat different diagnostic categories. For instance. Selective Serotonin
impairment in one or more important areas o f functioning (disability). In addition, there is an inference that there 
is a behavioural, psychological, or biological dysfunction, and that the disturbance is not only in the relationship 
between the individual and society. (DSM-IV, 2000, p. xxxi)
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Reuptake Inhibitors (SSRI’s) are used to alleviate anxiety, panic attacks and 
obsessive-compulsive disorder inta alia^ (Kabot, Masi, & Segal, 2003; Kay & 
Tasman, 2006). Accordingly, psychiatrists consider the actions of drugs on specific 
chemical systems to be a fundamental factor in establishing treatment efficacy 
(Nathan & Langenbucher, 2003). Psychologists argue that the therapists’ capacity for 
empathy are important (Spielberger, 2004). The issue for me is that if the 
epistemology of psychologists and psychiatrists differs, burning the DSM-IV may 
risk extending this division, one queries how the service users would perceive this. 
In my opinion it is pragmatic to understand the ontology of ‘mental disorder’; it 
avoids the exclusivity of one perspective over the other, like the atheoretical 
approach of the DSM. It is asserted that there is an inherent risk for any theory to 
become uncritical, blinkered and dogmatic (Hoff, 2005; Maj, et al., 2002).
In my opinion, by burning the DSM-IV we (as scientist-practitioners) are not only 
lacking in objectivity, but also falling into the same dogmatic trap we are accusing 
our psychiatrist colleagues to have ended up. Since psychiatrists share similar goals 
to ours; improving the lives of our clients there are many useful ways to 
conceptualise every phenomenon, ‘nature-nurture’ debates are unhelpful (Panksepp, 
2004). I personally agree with this. It makes me wonder what would have happened 
if a different theoretical faction had successfully called for the ‘burning’ of Charles 
Darwin’s Evolutionary theories? Panksepp (2004) proposes that as clinicians we 
must resolve our epistemological differences and decide what and how we know 
which disorders exist. More practically, it is suggested the usefulness of the DSM-IV 
should be based on what the diagnosis means and how it impacts on the service user 
(Campbell, 2007; Thomicroft, 2006).
What is the impact of using diagnostic systems?
Perhaps where the ‘voice’ against the DSM-IV is more prevalent is with the people 
with whom the use of diagnostic systems impacts most service users. Due to societal
3 The efficacy o f many psychotropic medications cuts across the DSM-defined categories. For example, the 
selective serotonin reuptake inhibitors (SSRls) have been demonstrated to be efficacious in a wide variety o f  
disorders from many different sections o f the DSM, including major depressive disorder, panic disorder, 
obsessive-compulsive disorder, dysthymic disorder, bulimia nervosa, social anxiety disorder, post traumatic 
stress disorder generalized anxiety disorder, hypochondriasis, body dysmorphic disorder and borderline 
personality disorder (Kay & Tasman, 2006)
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stigma, for many service users, being diagnosed with a ‘mental disorder’ seems to 
carry different connotations from diagnoses of purely physical illnesses (Trad, 1991). 
Porter (2002) explains that stigmatising involves projecting onto an individual or 
group, judgments as to what is inferior and offensive by demarcating the self from 
other. By setting the ‘mentally disordered’ apart, the DSM sustains the fantasy that 
we are whole (Porter, 2002).
My personal experiences also inform my opinions on the negative effects of 
labelling. Following a fatality in my immediate family and a five-minute visit to the 
GP, I left with a report that included the phrases ‘depressed and anxious’. These two 
words have followed me in all my career pursuits by prompting occupational health 
interviews. On my last visit to the GP to get an OH report, he advised that I practice 
caution with what I confide in him, as some of these labels can carry negative 
connotations. By describing what disorder a person has, diagnosis impose value 
judgments on people (Jang, 2005). Since confidentiality is not absolute, information 
that contains cultural stereotypes may be available to third parties and in some cases 
this has prevented many opportunities like work, housing, travelling and 
relationships (Kay & Tasman, 2006; Read, Haslam, Sayce, & Davies, 2006; 
Thomicroft, 2006). Labelling is reinforced by professionals who refer to service 
users as ‘schizophrenics’ or ‘depressives’ whilst it would be unacceptable to refer to 
people with heart problems as ‘cardiacs’ (Thomicroft, 2006).
Psychiatrists argue the DSM is used as a ‘scapegoat’ for categorising, judging and 
labelling already exists within psychological and psychotherapeutic jargon like ‘co­
dependency’ and ‘battered woman syndrome’ (Marecek, Kimmel, Crawford, & 
Hare-Mustin, 2003). The issue about labelling and it’s impact is huge and cannot be 
adequately covered within the limitations of this essay. There is strong evidence to 
suggest, however, that mental health services, media and govemment policies are full 
of stigma about women and ethnic minorities that are reflected and reproduced by 
diagnostic classifications. Working on CMHT ‘duty’ (a triage system), I experienced 
that many people who reported mental health problems for the first time explained 
they only accessed our services as a last resort for fear of being stigmatised. Britt et
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al. (2008) found that perceived stigma was a barrier to accessing psychological 
treatment. Thomicroft (2006) explains that service users are from the same 
population as the general public therefore share the same stigmatising information 
about mental illness. It seems to me that the irony for having diagnostic systems as 
DSM-IV is that they may actually prevent the people it identifies as needing 
treatment from receiving it.
Another issue the buming image of the DSM may raise is that it limits the 
effectiveness of treating people who try to access mental health services. 
Psychologists exemplify and argue, “...clinically significant disability...or distress...” 
(DSM-IV, 1994 p.327) should be excluded as a prerequisite criterion for diagnosis. 
While the intentions of the DSM-IV was to distinguish mental disorders form daily 
experiences of distress (Regeir, First, Marshall, & Narrow, 2002), this criterion blurs 
the constmct of functioning with the definition of ‘mental disorder’. On my clinical 
placement, people have been refused access to the CMHT on the basis that they are 
working, be it one day a week, as they do not have severe and enduring mental 
illness (SMI). A lack of evidence for “...clinically significant disability...or 
distress...” (APA, 1994 p.327) barriers early provision of care which may prevent 
their difficulties from worsening (Maj, et al., 2002). Primary care mental health 
services also face similar difficulties of recognising depression as a comorbid 
condition of people with a medical illness or disability disrupting their social and 
occupational functions, remaining outside the diagnostic criteria means they may go 
untreated {ibid). While the DSM-IV (2000 p. xxxi) disclaim “...mental disorder is 
(not) a completely discrete entity with absolute boundaries”, in my limited clinical 
experience this disclaimer or the DSM-IV as a text book is not readily available 
amongst allied mental health clinicians, it is just the psychiatric vernacular that seeps 
into the jargon of mental health professionals. For many clinicians; especially those 
who are not aware, psychotic labels carry expectations and invite a scripted affective 
reaction to service users’ presentations (Millon & Grossman, 2004). I have noticed in 
previous and current experiences how clinicians use the term ‘PD’ (Personality 
Disorder) to mean difficult, manipulative, attention seeking, and untreatable.
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Another realm of prejudice that can enter the diagnostic arena relates to the cultural 
differences in perceptions of behaviour. The statistical validity to the diagnostic 
schema of the DSM-IV is based on the norms of the majority western culture (Kay & 
Tasman, 2006). Clients who are members of a minority group may express behaviour 
in ways that may be inappropriately labelled as diagnosable psychopathology 
(Bentall, 2007; Cambell, 2007; Feldman & Crandall, 2007; Strieker & Widiger, 
2003a; Thomicroft, 2006; Trad, 1991). In my placement, I am currently working 
with a very intelligent university physics student of African origin. After only 
months of being in the United Kingdom, having left home after his family were all 
fatal victims of a tribal war, he was sectioned under the Mental Health Act (1983) for 
bathing in an English country river. He explained he was trying to cleanse himself of 
‘evil spirits’; he now carries a diagnosis of schizophrenia. Diagnostic biases also 
permeate in gender. Women are three times as more likely to be diagnosed with 
borderline personality disorder (Marecek, et al., 2003). The impact of stigmatisation 
and labelling can lead, via internalised stigma, to decreased life satisfaction, self 
esteem, substance abuse, depression and suicidality (Read, et al., 2006; Thomicroft, 
2006). After a long mnning campaign in Japan, the phrase used for schizophrenia has 
been changed to a less discriminatory phase (Thomicroft, 2006). Also, many 
feminists are campaigning against the criteria for Borderline Personality Disorder 
and Premenstrual Dysphoric Disorder which they argue does not distinguish from the 
premenstmal distress which is experienced at some point by 80% of women 
(Marecek, et al., 2003). The extent to which diagnostic systems are influenced by 
societal standards is highlighted in the abolition of homosexuality as a ‘mental 
disorder’ in more recent versions of the DSM (Panksepp, 2004).
As a young black male of African origin, I can certainly identify with certain 
behaviours that would not be regarded as psychiatric symptoms if they were carried 
out at ‘home’. For instance, it is quite acceptable in my culture to hear and respond to 
voices in times of distress, need or mouming. In fact it is encouraged and explained 
in the context of your ‘guardian ancestors’ reaching out to you in times of need; a 
spiritual experience. Bentall (2007) similarly explains that ‘persecutory delusions’ 
are common amongst the general public, and are a defensive mechanism; an
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attribution style which protects the person from low self esteem. Research on 29 
people who experienced acute persecutory delusions, remitted persecutory delusions 
and health control participants found that the group with acute persecutory delusions 
had higher overt self-esteem and lower covert self esteem compared to the other two 
groups (McKay, Langdon, & Coltheart, 2007). They found that no significant 
difference was found between the people experiencing acute persecutory delusions 
and the other two groups once the effects of comorbid depression where taken into 
account. Although the DSM-IV (APA, 2000) acknowledges cultural variation in 
psychopathology (Maj, et al., 2002), cultural characteristics and behaviours should 
be identifiable without the need of interpreting them within ‘Western’ 
understandings (Bentall, 2007). Yes, I agree with the abolition of a diagnostic 
system that focuses on invalidated etiological, syndrome and categorical criterion. I 
wonder however, if this renders the DSM useless?
Is the DSM-IV useless?
Spielberger (2004) defined the term classification as both the process and result of 
arranging objects into groups formed on the basis of their relationships. In my 
undergraduate studies, cognitive and developmental psychology reinforced that 
categorisation is as a fundamental activity underlying language, concept formation 
and naming (Berganza, Mezzich, & Banzato, 2005a; Maj, et al., 2002; Strieker & 
Widiger, 2003b). The only way we know what it means when someone mentions the 
word ‘table’ is because ‘tables’ categorically have the characteristics of being ‘flat 
topped’ and have ‘four legs’. While one can argue that not all tables have these 
characteristics; members of a classification, as in the case of DSM criterion, share 
some but not all of the same features (Maj, et al., 2002).
Taxonomies are culturally developed as a way of manipulating knowledge; a useful 
integration of information into ‘shorthand’ for the purposes of communication 
(Nathan & Langenbucher, 2003). The issue for an abolished DSM for psychiatrist 
and psychologist alike means there may not be a way to communicate. While in a 
multidisciplinary team (MDT) meeting I tried to imagine how the meeting would 
have progressed if we were not using any of the diagnostic nomenclature. On 
reflection, I am aware that the seemingly ‘dramatic’ diagnostic nomenclature ‘void’
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that was created as a result of this task may have been lessened if I had an alternative 
‘language’, it still seems like the meeting would have taken much longer than the 
hour it is usually allocated without the use of diagnostic terms. Nathan and 
Langnebucher (2003) advocate that in the ‘culture’ of mental health professionals 
who regularly exchange information about their clients, a common language to 
describe what they are treating and studying is a necessity. I am also aware that most 
of my university lectures use ‘medical’ diagnostic nomenclature like ‘anxiety 
disorders’ as titles for classes. It works, because I know what to expect and will 
therefore prepare for my lecture. The DSM should be conceived in perspective of its 
capability to incorporate diverse observations in a few concepts, this not only allows 
clinical judgments in uncertain conditions (Maj, et al., 2002) but may also empower 
the service user (Horn, Johnstone, & Brooke, 2007).
Using interpretive phenomenological analysis to explore service users’ experiences 
of diagnosis with BPD, Horn (2007) found that diagnosis provided a direction and 
sense of control amidst a potentially very traumatic experience. On my placement I 
am working with a client who upon being diagnosed with anxiety was able to access 
very useful self-help books, which empowered him in articulating his difficulties to 
families and friends. This is mirrored by Horn (2007) who found that clients felt that 
having a ‘label’ provided them with a path to follow and a curiosity about why their 
ailment came about. Notably, their study was limited to clients with a diagnosis of 
bipolar disorder, in my experience; service users and carers have less welcomed 
other ‘labels’ such as schizophrenia. The other client I am working with is very 
concerned that the same reoccurring and very distressing thought of suicide he is 
experiencing means that he had obsessive-compulsive disorder (OCD). I sat in with 
the psychiatrist while she, in addition to explaining his experiences psychologically, 
went through the DSM-IV criterion for OCD to nullify his initial hypothesis. When 
used appropriately, diagnostic systems are simply concepts, which are effective for 
organising and explaining the complexity of a client’s experiences (Millon & 
Grossman, 2004; Ruscio, 2008).
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What is then is the problem with mental health services?
Is the DSM-IV to blame for all the failings of NHS mental health Services, shall we 
do away with psychiatrists? No, and by burning the DSM-IV in my opinion this is 
what we are proposing. This proposition goes beyond psychological imperialism, for 
which I am a big advocate, and delves into the realms of psychological ‘dictatorship’ 
and ‘totalitarianism’. It would be misleading to assume that the psychology is the 
panacea to the limitations plaguing the DSM-IV, this would be ultimately blaming 
all mental health service failings on the DSM-IV. Let us learn from what has been 
useful in having the DSM and reconceptualise or reframe a diagnostic nomenclature 
that is specific to the NHS of today. To me that means there are some things that we 
can do away with in the NHS mental health services. We need to get rid of the 
medical model, lessen the discrepancy between govemment legislation and policies, 
and practice what we preach regarding service user involvement.
The DSM-IV is widely used within NHS mental health services; the issue seems to 
be that the diagnostic nosology of the DSM-FV represents a medical model that 
seems incongment to the direction the NHS is currently developing. In the last eight 
years, mental health services and policies in England have been going through a lot 
of changes; central to this change has been the drive for service user involvement. 
The NHS plan (Doh, 2000) advocates that service users’ needs should be central to 
planning and delivery of mental health services; Health and Social Care Act section 
11 (2001) added that service users should also be provided opportunities for 
treatment decision making; National Institute for Clinical Excellence (NICE) in 
various guidance for clinical practice have recommended that service users are 
prioritised for psychological therapies. While the future benefits of incorporating 
user involvement are noted (SCMH, 2001), some of these policies have failed to 
materialise in mental health services (Tait & Lester, 2005). The barrier to 
implantation seems to be that all the rhetoric of new mental health policies are 
occurring under the premise of govemment legislation whose mental health services 
are dominated by a medical model whose ethos conflicts the aims of some polices. 
The ethos of the medical model perceives behaviour in mental health as symptoms of 
underlying diseases (Zalaquett, Fuerth, Stein, Ivey, & Ivey, 2008), the service user is 
seen as defected/disordered (Spielberger, 2004) and is placed in a passive position of
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being given a categorical diagnosis (Sadock & Kaplan, 2000). This leads to a top 
down professional attitude (Zalaquett, et al., 2008) and values medication as the 
main mode of treatment (Kay & Tasman, 2006; Zalaquett, et al., 2008). In my 
experience, psychiatrists are usually one of the first clinicians to see a service user 
and in most clinical areas psychologists will only work with clients whose 
psychological distress has receded and can benefit from therapy, therefore their 
influence is more prominent. The issue here has to do with change, that does not 
have to be as radical as that proposed by edition 20(05) of The Psychologist. It is 
about how to reconceptualise ‘mental disorder’ in a way that integrates our 
psychiatrist colleagues’ perspectives and is implementable in practice.
Research into how best to change and sustain effective practice with managers, 
psychiatrists and psychologists found that understanding the needs of mental health 
professionals and sharing any proposed plan with the team involved was integral to 
the successful change (Torrey et al., 2001). Integration is also highlighted by the now 
existent expectations that mental health services provide holistic care, in particular 
psychological interventions alongside pharmacological treatments (NIMH, 2004). 
Perhaps it is time for clinicians and researchers to realise that complex systems such 
as the brain and mind require different ways of understanding (Panksepp, 2004). I 
am aware that I have become passionate about the ‘gesture’ of buming the DSM, that 
could be conceived as a blatant disregard of another profession, made by edition 
20(05) of The Psychologist. I can only explain my feelings in two ways. Firstly, as 
defensive, because I was once a psychiatric nurse I value the work I did and the 
contributions we (CPNs) made to the MDT, in tum, I value others’ contributions. 
Secondly, as idealistic, I grew up in a country that was tom by division and inequity, 
I leamt that to fully understand your own strengths, is to value and appreciate the 
differences of others. I strongly feel that the effort to reconceptualise mental disorder 
/ reframe the DSM-IV should not be exploited as a partition debate against 
professionals who advocate their own treatment models. Millon and Grossman 
(2004) suggest we must not utilise a methodology that is influenced by our emphasis 
of training, but by an organized, informed conception of the nature of the person’s 
problems and their orientation to the world.
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How else can we conceptualise ‘mental disorder’?
At the beginning of this essay some of the issues that may have been raised by the 
buming image of DSM-IV in edition 20(05) of The Psychologist were mentioned, 
first of which was the differing and conflicting ways in which psychiatry and 
psychology conceptualised ‘mental disorder’. It is now clear that among other things, 
the lack of extemal validating criteria and biological markers for mental disorder, the 
DSM-IV is seriously inadequate as a diagnostic nomenclature in the modem NHS. 
There have been many propositions to altemative models from conceptualising 
‘mental disorder’. Some of these models will be mentioned; the word limitations of 
this essay restrict an in-depth critique.
Psychological formulation has been argued as a good altemative to diagnosis. The 
weakness being it is still debated on whether it is a replacement or an addition to 
psychiatric diagnostic systems (Johnstone & Dallos, 2007; Millon & Grossman, 
2004). Dimensional models rather than categorical constmcts of mental disorder 
have been noted to avoid robust thresholds in distinguishing between ‘mental 
disorder’ and normality (James & Haley, 1995; Kay & Tasman, 2006). Psychiatrists 
have argued that treatment is more easily decided when there is certainty about a 
particular disorder as opposed to score across a series of dimensions (Kay & Tasman, 
2006). This criticism seems ironic to me, considering that the dimensional models 
were adopted as a means to explaining consistent pattems of comorbidity, which the 
DSM-IV does not explain. Also the ‘treatment’ that Kay and Tasman (2006) elude 
overlaps across many deferent diagnoses (see footnote 2), which suggest to me that 
certainty, is not a necessity. Wakefield (1992) suggested ‘mental disorder’ is best 
conceptualised as harmful and dysfunctional, the earlier being a personal value 
judgement and the latter an inability of some mental function to perform its natural 
function. Critics have pointed out that this model requires clinicians to decide on the 
dysfunction of an individual’s mental mechanisms and this cannot be reliably made 
(Strieker & Widiger, 2003a) as indeed has been shown in the DSM-IV. In 1977 
George Egnel coined the term biopsychosocial model, proposing that the biological, 
psychological and social aspects of health and illness closely influence each other 
(Plante, 2005). Kinderman (2005) suggests that all the factors from the 
biopsychosocial model do not have to be coequal adding that biological, social and
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circumstantial factors (personal experiences) contribute to ‘mental disorder’. It is 
Kinderman’s psychological model of ‘mental disorder’ that I will convey as a viable 
altemative to an integrative conceptualisation. Kinderman’s model resonates well 
with me because it is not an exclusive psychological model but considers the medical 
perspective and the implication of the model to mental health policy.
The causes of ‘mental disorder’ is multifaceted, it is only through dismption in 
psychological functioning that biological, circumstantial or social precursors come to 
be expressed and experienced as mental disorder (Kinderman, 2005; Kinderman & 
Tai, 2007). They propose that this psychological dismption can be alleviated by 
medical, social and psychological interventions if treatment is planned on the basis 
of the beneficial impact these interventions are expected to have on underlying 
psychological mechanisms. This is similar to the suggestion by (Campbell, 2007; 
Thomicroft, 2006) of a more service user focused conceptualisation of ‘mental 
disorder’. Kinderman’s (2005) model argues that medication could be utilised at 
relieving problems and processes and its effectiveness would be based on the 
medicines potential for symptomatic relief and effect on functional outcome in 
conjunction with psychological and social interventions. This may resolve some of 
the epistemological discrepancies between psychological and psychiatric 
conceptualisations of mental disorder pointed out earlier in the essay.
Kinderman and Tai (2007) argue that clinical formulation is more effective than the 
less valid and reliable DSM-IV classification, suggesting if classification should 
exist it should be based on psychological principles. More realistically, Kinderman et 
al. (2008) do not call for the abolition of psychiatrists or the DSM-IV but envisages a 
multi disciplinary team where psychiatrists focus their efforts on physical health care 
and biomedical perspective of mental disorder. This seems very implacable to me 
and in my limited experience with more psychologically minded psychiatrists it has 
already began to happen.
CONCLUSION
For me, the irony about the arguments for or against the DSM-IV is that there seems 
to be no single discipline in mental health that can claim to be the panacea to ‘mental
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disorder’, in a similar way perhaps, that no single factor is the cause of ‘mental 
disorder as would be claimed by the DSM-IV. There are many issues that may be 
raised by the buming image of the DSM-FV on the front cover of The Psychologist. 
Whilst some may be due, such as the consideration of how to conceptualise ‘mental 
disorder’ in a way that is more fitting to govemment policies and addressing the 
detrimental (to the service user) impacts of societal labelling and stigmatisation that 
may be reinforced by the DSM-FV diagnostic nomenclature. It would also be 
ignorant if not dogmatic to render the DSM-IV as utterly useless and offer 
psychological models as the panacea to ‘mental disorder’. I recognise that the latter 
point is an issue that seems to be influenced by my own circumstantial experiences. I 
am against division, this may be because I was raised in a country divided by race, or 
that I have walked in the ‘shoes’ therefore know the benefit of other allied mental 
health professionals. I would like to think that as a scientist practitioner it is hard for 
me to ignore some of the evidence for diagnostic nomenclature, therefore cannot 
support its abolition. There are many ways to conceptualise mental disorder. Perhaps 
the most beneficial concepts are the ones that are integrative of other perspectives 
and place the service user at the centre of its model.
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PROFESSIONAL ISSUES ESSAY
Emancipation versus empowerment (Stickley, 2006)? Is the involvement of 
service users and carers in the development and planning of mental health 
services perpetuating existing power imbalances?
YEARl.
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Emancivation versus emvowerment (Stickley, 2006)? Is the involvement o f service 
users and carers in the develovment and vlannins o f mental health services 
yeryetuatinz existing vower imbalances?
Service user"^  involvement has been an integral part of the National Health Service 
(NHS) and has become a recent theme in recent Department of Health Policies 
(DoH) such as The NHS Plan (DoH, 2000) and Involving Patients and the Public 
(DoH, 2001). The DoH advocates that service users should be involved at every level 
of planning and delivery of their care (ibid). What has been clear historically is that 
mental health professionals have asserted their power over service users without a 
real objective understanding of mental illness (Hervey, 2009; Smith & Ross, 2007). 
Service users were increasingly disempowered as the ‘experts’ argued that people 
with mental illness did not have the ability to make rational and valid judgments 
(Stickley, 2006; Szasz, 1998; Telford & Faulkner, 2004). Currently, whilst there is 
some evidence that services have subscribed to the service user involvement agenda 
(Spiers, Harney, & Chilvers, 2005; Vijayakrishnan, Rutherford, Miller, & 
Drummond, 2006) there seems a disparity in understanding what involvement 
means, how it is achieved and why it is important (Diamond, Parkin, Morris, 
Bettinis, & Bettesworth, 2003). Stickley (2006) contentiously argues against the 
recent service user movement towards empowerment. He asserts it is merely 
tokenistic; the powers excreted over services would not be readily given up nor will 
service users elevating on the organisational ladder gain them. Any control of power 
therefore needs to be revolutionary; emancipation (ibid).
I chose to do this essay because as a professional in the NHS for many years, I had 
subscribed to the agenda for service user involvement. I was curious whether was 
necessary within a healthcare environment or would it merely lead to conflict 
between service users and professionals, which neither would benefit from. 
Admittedly, I had not deconstructed what service user involvement actually meant 
within the context of power and empowerment, or whether in fact it was being
 ^The term ‘service users’ refers collectively to individual service users of mental 
health services and their carers.
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successfully implemented. The essay presented an opportune time to consider some 
of these factors. The issues raised in this essay are understood within the limitation 
of my clinical experience, knowledge and cultural background. The essay question 
asks to explore the involvement of service users and carers, the lack of literature on 
carer involvement meant that the essay focuses on service users. It later emerged that 
some of the problems that service users were facing within the NHS, carers 
experienced as well.
Brief history of service user involvement and power
Service user involvement can be understood more fully by considering the changes 
that have occurred historically in the relationship between service users and 
professionals. Historically, there has always been a power imbalance between service 
users and statutory services (Stickley, 2006). The power imbalance and current 
setting of service user involvement can be better understood in the context of the 
evolution of difficulties (Felton & Stickley, 2004), and some argue failures 
(Wallcraft, Nettle, Wallcraft, Schrank, & Amering, 2009) psychiatry faced trying to 
understand mental illness. Early civilisations understood mental illness to be 
acquired via spiritual imposition and the responsibility for healing was given to 
priests (Poter, 2002; Wallcraft, et al., 2009). Responsibility for the mentally ill lay 
solely with the families who were under strict guidance to keep the ‘insane’ off the 
streets as they were considered dangerous (Rush, 2004). It was not until 1845, a time 
when mental illness was largely rationalised as a biological deficit of the body that in 
England an Act of Parliament advised that public funds be used to build asylums; 
5000 people were locked up in asylums around a country whose population was 
under 10 million (Szasz, 1998). Those who did not comply with society were locked 
up in asylums for their and others’ safety (Felton & Stickley, 2004). The emergence 
of mental illness as a psychological problem in the 19^  ^ century refocused the 
practice of psychiatry; the doctor had to consider the patients’ psyche to explain their 
behaviour (Bradshaw, 2008). The new focus of mental illness as a psychological 
problem highlighted the apparent inefficiency of medical science in the cure of 
mental illness, since medical science in itself had made progress in other areas 
(Szasz, 1998). As the 20*^  century dawned. Psychiatry resorted to psycho­
pharmaceuticals to ‘salvage’ the science of psychiatry and psychiatrists increasingly
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positioned themselves as experts (Kay & Tasman, 2006); medication was held as the 
panacea of all psychological problems. Professionals were able to exert power and 
authority over people with mental health problems and justified this through their 
objective body of knowledge (Felton & Stickley, 2004).
The historical analysis illustrates the importance of the key assumptions about the 
nature and problem of mental illness to power and service involvement. Rush (2008) 
proposes that the historical assumptions about mental health problems align 
themselves to a continuum giving indication to the level of service user involvement 
(see appendix 1). If there is a disparity between the perspectives of professionals and 
service users on the nature of mental health problems, then it would be difficult to 
reach an agreement on the progress that should be made towards service user 
involvement (Rush, 2004, 2008).
Power corrupts
The government agenda of involving service users in the planning of mental health 
services clearly seems home out of good intentions. Service user involvement is 
about empowerment: helping the client achieve equity of power within mental health 
services (Hui & Stickley, 2007). Empowerment is about challenging existing social 
and political quo, ensuring that service users have the opportunity to make changes 
for themselves (Bradshaw, 2008). Whilst theoretically this seems a sound ideology, it 
contrasts with the mainstream ‘top down’ interests of the state, embodying 
organisational service systems, legislation and policy (Hui & Stickley, 2007). These 
two ideologies allude to two disputing assumptions of power. Whilst the 
managerialist ideology assumes power over service users, empowerment assumes 
that service users lack power (Felton & Stickley, 2004; Stickley, 2006). The 
dominant model of participation when developing and planning mental health 
services occurs at the managerialist level where governing bodies have the final say 
in any decision makings (Hui & Stickley, 2007). Such imbalances in power call into 
question the efficacy and effectiveness of service user involvement, but first it is 
important to understand the nature of power and its consequences within the NHS 
context.
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Power is the ability to necessitate compliance (Szasz, 1998). Compliance is achieved 
via force; legal or physical deprivation of one’s liberty or dependency; needing 
others to protect or provide (Felton & Stickley, 2004). When a person suffers from 
disease, they instinctively seek help from those with the knowledge, ability and 
power to heal them (Szasz, 1998). The person who is unwell is positioned as having 
less power. It is the very nature of the relationship between doctor and ‘patient’, 
which seems to place the service user within a seemingly ‘inevitable’ power 
dynamic. Inevitable because the individual who depends on someone else for their 
needs to be fulfilled, experiences that person as having power over them (Kaur, 
2004; Poter, 2002; Szasz, 1998).
Let us consider for instance the service user involvement in the planning of how their 
care is delivered within a mental health service. On one hand, clinical psychologists 
are encouraged to adopt a dignified respectful and collaborative approach when 
dealing with service users and to treat them as ‘equal partners’ thereby empowering 
them. Conversely, psychologists can become ‘responsible clinicians’ and have the 
power and influence that may lead to service users to be detained if deemed 
necessary; a risk.
Risk to the general public has historically posed itself as a problem as it is still the 
focus, as represented by the Mental Health bill (DoH, 2002a). The Mental Health bill 
specifies that needless of committing a crime, those who are deemed dangerous to 
themselves or the public are to receive compulsory treatment (Rush, 2004). This 
means there is a limit to the extent of power that service users can have within their 
involvement in developing and planning mental health services. Confining people in 
psychiatric institutions began in the 17^  ^ century, has developed through the times, 
and is still accepted in the 20^  ^century. Power over service users therefore corrupts 
the psychiatrists who exercise it, the service users who are subjected to it and the 
society that accepts it (Szasz, 1998). It seems that the charlatanry of professionals 
within mental health services has allowed them to disguise empowerment by giving 
power to service users with one hand and with the other, taking it away. Supervision
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registers and commitment treatment orders place power firmly in the hands of 
professionals (Felton & Stickley, 2004).
The extent of imbalance within mental health care is most notable through the 
medical model. The medical model has been criticised as being responsible for the 
stigma and prejudice that service users experience (Hui & Stickley, 2007) that 
encapsulates service users as at best people with problems and at worst, a problem 
(Spiers, et al., 2005). While the future benefits of incorporating user involvement are 
noted (SCMH, 2001), some of these policies have failed to materialise in mental 
health services (Tait & Lester, 2005). The barrier to implementation seems to be that 
all the rhetoric of new mental health policies are occurring under the premise of 
government legislation whose mental health services are dominated by a medical 
model ethos that conflicts the requirements of some service users. The ethos of the 
medical model perceives behaviour in mental health as symptoms of underlying 
diseases (Zalaquett, Fuerth, Stein, Ivey, & Ivey, 2008), the service user is seen as 
defected/disordered (Spielberger, 2004) and is placed in a passive and 
disempowering position by not being listened to (Sadock & Kaplan, 2000). This 
leads to a top down professional attitude (Zalaquett, et al., 2008) that values 
medication as the main mode of treatment. The psychiatrist is then held as powerful, 
knowledgeable expert with control and influence over how mental health services are 
run (Kay & Tasman, 2006; Zalaquett, et al., 2008).
To what extent are service users involved?
In considering whether service user involvement is in fact perpetuating existing 
power imbalances, it is important to analyse what service user involvement means, 
the extent and barriers to their involvement. As previously shown, models of service 
user involvement have been influenced by the social-political climate at the time. 
Recently service user involvement has changed from consumerist/managerialist 
(Rush, 2004) to empowerment (Stickley, 2006) and now, stakeholder models 
(Smith, Donovan, & Beresford, 2009). The stakeholder model argues that public 
services planning and implementation is most effective when the views of service 
users, professionals and the public are sought (Rush, 2008). Under the stakeholder 
model existing power imbalances seem perpetuated by the limited contribution that
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the service user is required to give. Service users are generally invited to discuss 
polices set out by the professionals (Hui & Stickley, 2007; Lea, 2006). Under a 
stakeholder model, inequalities in power are recognised as the norm and 
professionals position themselves as having a mandate to exercise that level of power 
(Lea, 2006). The stakeholder model is currently the dominant model of service user 
involvement within the United kingdom (Hui & Stickley, 2007).
Involving service users at the early stages of NHS development such as education 
training has now become expected practice (DoH, 2006). Universities have 
responded by involving service users in curriculum development and actual 
university lectures (Khoo, Me Vicar, & Brandon, 2004). Theoretically, benefits of 
applying concepts and principals of service user involvement seem evident (Ikkos, 
2005; Szmukler, 2009). It has been found, however, that students do not seem to 
perceive the benefits of service user involvement (Rush, 2004, 2008) and there is 
little research to evidence whether the students would implement change in practice 
once service users had been involved (Khoo, et al., 2004).
With regard to Clinical Psychology, involving and treating service users as equal 
partners is made explicit (BPS, 2001) and doctoral training is reported to equip 
trainees via involving service users in their educational programs. Contrastingly, 
surveys on training programs found that in some cases the extent of service users 
involvement with trainees was tape recorded sessions (Soffe, Read, & Frude, 2004) 
and as much as seventy-five percent of the trainees reported too little service user 
involvement in their training (Harper, Goodbody, & Steen, 2003).
Explanations for the apparent disparity between Government’s intentions to embrace 
users involvement in education and what actually happens in practice illustrates how 
inadvertently, existing power imbalances are extenuated. The lack of knowing how, 
where and when to include service users (Peck, Gulliver, & Towel, 2002) means that 
most post graduate university courses do not offer courses in which service users 
have been involved in the design, tutoring and supervision (Khoo, et al., 2004). 
When service users are involved, there is little evidence to suggest that service users
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were given training to teach students (Rush, 2008). This is interesting since ‘we’ 
know that it is the weight of knowledge imbalance that places professionals in a 
position of supremacy over service users (Bradshaw, 2008). Perhaps this explains 
why it was found in research that when professionals and trainee clinical 
psychologists compare themselves to service users, they usually implicitly construct 
an identity for themselves that is more ‘expert’ (Soffe, et al., 2004).
When involving service users in training and education it is important not to see 
them as exhibits demonstrating a diagnosis but as experts by experience (Lea, 2006). 
This means that service users are given the opportunity to gain training and skills as 
well as financial reward to ensure equality of inclusion (Telford & Faulkner, 2004). 
Whether service users are trained and the level of their training will have financial 
implications to how much they earn. In my experience there seems to be clear power 
inequalities implied the pay that service users’ receive compared to their 
professionally qualified colleagues (see appendix 2). In my previous experience as an 
Audit Manager, service users who were involved in audits were only reimbursed 
their transport costs, which later evolved to a standard fee of £10 an hour regardless 
of the amount of contribution that the service user had made towards the planning of 
services. Financial reward for service users’ endeavours implies that they are being 
valued for their contribution to the process (Telford & Faulkner, 2004). A standard 
fee however, surely suggests that their contribution is less valued than a qualified 
professional who may have contributed less?
The spirit of service user involvement in the planning of mental health services 
should be captured in the context of their involvement in research (Minogue, Boness, 
& Brown, 2005). The aim for involving service users in research is so that they could 
make the transition from a passive supplier of information to an active negotiator of 
change (Telford & Faulkner, 2004). However, within the research facet of mental 
health services, there are inherent structural and cultural biases that when service 
user involvement is factored in, perpetuates existent power imbalances.
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The conceptual framework in which the research is undertaken; whom the research is 
for, who determines the research questions, interprets and analyses the data, has an 
influence on the extent to which service users can be involved in the process 
(Minogue, et ah, 2005). Incompatibility of ideologies seems to be at the center of this 
power imbalance (Telford & Faulkner, 2004). While service user led research is 
likely (implicitly or explicitly) to challenge existing power inequalities in services 
(DoH, 2002b), their interests are marginalised by clinicians whose research 
perpetuates the dominance of the medical model via the growing dominance of 
pharmaceutical companies who fund and dictate the research agenda (Thomicroft, 
Rose, Huxley, Dale, & Wykes, 2002; Thomicroft & Tansella, 2005).
Research on two inpatient psychiatric units investigating ward staff attitudes towards 
service user involvement in the development of the services found staff had more 
favourable attitudes to service user involvement in issues outside their domain of 
work; operational matters, planning and decision making (McCann, Baird, & Clark, 
2008). Conversely, members of staff were less favourable to service user 
involvement in matters that directly affected the service users’ personal 
circumstances, hence, traditional domains of staff authority (ibid). A similar study 
was carried out to explore the view of clinical psychologists to service user 
involvement (Soffe, et al., 2004). They also found unfavorable attitudes towards the 
extent of involvement of service users at strategic levels of NHS service planning, 
including fear of the implications service users involvement would have on the 
professional autonomy (ibid). To me this seems like a ‘catch 22’, on one hand 
service users are being undervalued and deemed unknowledgeable for strategic level 
involvement (Lea, 2006) and on the other, ward staff are unwilling to relinquish their 
authority over issues directly involving service users (McCann, et al., 2008). Even 
policy seems unclear about the extent and limits of service user involvement in their 
personal care. For instance. National Institute of Clinical Excellence guidance 
(NICE, 2005) appropriately recommends the use of advance directives to capture 
users preferences in case of untoward situations, however, it seems that the result of 
any risk assessment as a result can only be shared with relevant agencies and 
professionals (Langan, 2008).
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The power of language
Yes, the involvement of service users and carers in the planning and development of 
mental health services is perpetuating existing power imbalances! However, herein, 
lays the problem. Power imbalances have existed in mental health services for a long 
time, whether service users were involved or not. Arguably, therefore, service user 
involvement is merely a trigger to underlying existing power imbalances; it is not the 
cause. By perpetuating existing power imbalances, service user involvement is only 
bringing to the fore, systematic biases within NHS services that would have 
otherwise continued.
Perhaps, therefore, the focus of the problem should lean towards the maintaining 
factors of the power imbalances within the NHS. Stickley (2006) argues that the 
people who are ascribed power through their knowledge maintain their power 
through the language that they employ to carry out their work. Terminology is 
important because it does not only reflect the way in which we see the world but the 
way in which others see us (Telford & Faulkner, 2004). Language that is obtained 
through knowledge is used in policies and practices in a way that discriminates 
against those without that education and their ability to understand fully (ibid). Also, 
the language used in describing signs and symptoms and psychiatric diagnosis of 
mental health constructs service users to inadvertently view themselves and 
participate in a discourse that distinguishably differentiates them from ‘others’ (Peter 
Campbell, 2001; Lea, 2006; Stickley, 2006). The power of language is not limited in 
it’s influence to how service users view themselves but also how they are perceived 
at a socio-structural level in a way that perpetuates powerlessness and 
marginalisation (Stuart & Sartorius, 2005). Any attempts at empowerment or 
emancipation, therefore, are structured within these discourses. Campbell (2001) 
argues the rhetoric of partnership or equality usually sits comfortably with those with 
the power and making the proposition because they are not the ones that are being 
discriminated against.
It has been argued that the ‘representativeness’ of individual service users does not 
represent the ethnicity of the Black and Minority Ethnic (BME) people that use the 
services, suggesting service user ‘representatives’ may be ‘too well’, ‘too articulate’
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or ‘too vocal’ to represent the views of users more generally (Robert, Hardacre, 
Locock, Bate, & Glasby, 2003). I concur with this argument on one level; 
‘representative’ of service users who are involved in the planning of mental health 
services should reflect the population of BME users of those particular NHS 
services. In my experience, this has not been the case. When I worked in a largely 
black and Asian locality, the service users who were involved were mostly white 
British. Ironically, this perpetuates existing power imbalances in and amongst service 
users. It could possibly be related to the discrepancy that is found between BME 
people who access mental health services and white British people (Tait & Lester, 
2005).
The idea of criticising the ‘representative’ service user for being ‘too well’, ‘too 
articulate’ or ‘too vocal’ imply a power imbalances or inequalities. I or any other 
well-educated and ‘articulate’ person may be a mental health service user. It is 
entering some services that language laden with stigma is attached to us and any 
contributions we try and make henceforth are disregarded on the count of our illness. 
There is a risk that ‘representativeness’ can be used as a sub-conscious method of 
resisting user involvement (Smith & Ross, 2007).
Is emancipation the answer?
As a black male of African origin, whose race, culture and country espoused 
emancipation from slavery, colonialism and racism it seems inevitable that I provide 
personal reflections on the efficacy of emancipation^. I began the essay by stating the 
intricate complexities of the power inequalities inherent or inevitable in the 
relationship between a health care professional and a service user. The individual 
who is reliant on the other for fulfilment of their needs, is inevitably less powerful 
(Szasz, 1998), this is perhaps what seems to make doctors so influential. Szasz 
(1998) argues that in any institution, the main sources of power are force and 
dependence. During the colonial era in Africa, the dominance of power as forceful 
was represented by the guns ability to injure or kill and the dependency represented
 ^The author does not in any way (explicitly or implicitly) imply that power imbalances 
within the NHS are similar to slavery inta alia hut hopes that lessons can be learnt by 
considering diverse historical attempts at emancipation.
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via the need for commerce or trading. Accordingly, the development of mental health 
services was based on a psychiatric medical model that actively sought power 
through the imposition of diagnostic or medical intervention against the will of 
service users (force) and the construction of mental illness as uncontrollable 
phenomena that needed psychiatric treatment dependency (ibid). Equally sharing in 
an environment where one can be forced and is dependent on services, Szasz (1998 
p. 13) argues is “as absurd as equating rape with consensual sex”.
It seems that current government policies and agendas for service user involvement 
were imposed under the premise of incongruent and medical model dominated the 
NHS. My intentions for drawing on the experiences of various African countries 
fight for emancipation fi*om colonialism is to argue that broadly speaking, it was 
unsuccessful, necessary, but unsuccessful. I by no means dispute the necessity of 
service user involvement, neither do I agree that the current ‘empowerment’ drive is 
working; I intend to highlight the complexities of an ideology such as emancipation 
in an institution such as the NHS. I argue that greater caution needs to be taken, 
considering how complex the relationships between service user and professionals 
regarding issues such as involvement, power and equality.
Stickley (2006) rightfully notes that others may interpret emancipation as service 
users creating a new discourse from their own knowledge and taking control of 
services. I am aware this is not Stickley’s (2006) main or sole argument, I find it is 
too contentiously misleading not to address. If I adopt this interpretation of 
emancipation as others may, I wonder how effective that process would be within the 
structure of the NHS setting. The complexities of the NHS are not limited to clinical 
and technical issues, but extend organisational, political and economic dimensions 
(Bradshaw, 2008) and I do not envisage people at these levels handing control over. 
No-one establishes power with the intention of relinquishing it; the object of power 
is power (Szasz, 1998).
If a ‘whole systems’ approach to comprehensive mental health care is to be achieved 
(DoH 2002a, b), then congruence needs to be achieved between the service users’
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aspirations and the ability of the professionals to meet these (Wame & Stark, 2004). 
It should not be based upon professional assumptions of what the service user wants 
to do, or is capable of doing (Calpin-Davies, 2004). Neither should it be based on 
separatist and detached service user organisation’s assumptions of what professionals 
should do or are capable of doing (Stickley, 2006). Lessons from history tell us that 
power corrupts and absolute power corrupts absolutely; separate service user 
organisations as proposed by Stickley (2006), risk falling to the same effects of 
power that absolutely corrupted psychiatry.
Dismissing the attempt of equality within a more integrative process because service 
user involvement through ‘empowerment’ seems to be failing is like ‘throwing the 
baby out with the bath water’. Campbell (2001) wonders whether service user 
involvement has either been inappropriately thought through or poorly implemented. 
Nevertheless, if the rhetoric of partnership or equality suits those who already have 
the power, what then could be the alternative?
Redesigning mental health services
It seems empowerment of service through involvement was thought through 
inappropriately. The very nature of power suggests dominance over another. 
Inevitably, empowerment implies that professionals must give up some of their own 
power and give it to service users (Hui & Stickley, 2007), a notion which many 
argue is the barrier toward true empowerment (Sang, 1999; Stickley, 2006; Szasz, 
1998; Wells, Davy, & Chuttoo, 2008). Rather than power being handed over or given 
up, Hui and Stickley (2007), propose a non-constant sum conceptualisation of power 
as something that maybe generated within individuals through such things as 
knowledge, learning, increasing self-esteem inta alia.
Robert and Hardacre’s et al. (2003) proposal compliments a non-constant sum 
conceptualisation of power; they suggest a redesign of NHS services so that they are 
responsive to the needs of service users and not the organisation. This can be 
achieved through ‘mental health collaborative’; a quality improvement approach that 
involves a network of organisations (including service user organisations) working 
together on specific issues (Robert, et al., 2003). Unlike other quality improvement
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approaches in the NHS, a mental health collaborative brings together health care 
organisations into a mutual learning network. The mental health collaborative 
model’s main ethos is to encourage its participants to adopt a service user 
perspective and to see current systems and processes ‘from their eyes’, then 
challenge assumptions about the way things are done, why, where and who does 
them (ibid). Service users assist this process and provide their critique of systems and 
processes. The mental health collaborative then agrees on targets and meet in 
‘learning sessions’ to implement changes and improve service user experience 
(Robert, et al., 2003).
They suggest that to aid this process, the teams adopt process mapping. Process 
mapping allows the analysis of the details of what happens to service users as they 
pass through the health care system; process mapping was adapted from industrial 
approaches to quality improvement (Robert, et al., 2003). By mapping the service 
users’ experiences whilst in mental health, it will influence other team members and 
shed new light on the ‘taken-for-granted’ routines and practices (ibid). As service 
users will be a part of the teams, they are involved in the process of mapping and can 
challenge the services incomplete account of service users’ experience. Robert and 
Hardacre et a l (2003) found that in the research they conducted using process 
mapping, it was a valuable and a powerful mechanism for ensuring that the 
professionals realised that change was needed.
By highlighting Robert and Hardacre’s et ah (2003) conceptualisation of how power 
can be gained through service user involvement, I hope to show that there are other 
means that could achieve the same goal. It is the task of those who agree with 
equality between service users and professionals to explore how to go about it 
without creating potential conflict and separate organisations.
CONCLUSION
When I analysed the literature of mental health service user involvement, three main 
themes became apparent; power, change and control. While the government 
emphasises the future of the NHS, service users appear to have focused on all past.
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present and future aspects of mental health care. It is not surprising that service user 
involvement in the planning and delivery of health care perpetuates existing power 
imbalances; different ideologies have informed professionals and service users on 
what ‘involvement’ should ‘look like’. The power of the organizational system was 
illustrated and has most noticeably been conceptualised through the medical/illness 
model. Service users’ experiences within metal health services seem to be extremely 
disempowering. If there is a difference between the ideologies of the service users 
and the professionals, how then can there be a true transfer of power; empowerment. 
While the necessity for emancipation seems justifiable, to me it raises more problems 
than it solves. By taking control, service users risk the same fate that psychiatry was 
victim to once they had attained power. Power, corrupts and absolute power corrupts 
absolutely. Perhaps we as the professionals of mental health services should go back 
to the ‘drawing board’ together with service users and explore how else we can 
redesign mental health services using more collaborative approaches.
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APPENDIX 1
A continuum of involvement
Moral degeneracy illness D isability
N o  involvem ent 4 - - - - - - - — — —  - - - - — —  - - - - - - - - ► Total involvem ent
Adopted from Rush, B. (2008). Mental health service user involvement in 
nurse education: A catalyst for transformative learning. Journal o f Mental 
Health 17(5): 531-542.
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APPENDIX 2
The nature of service user involvement
unpaid 
With an organisation 
Trained
unpaid
Individual <  
Untrained
Paid
Independent
Qualified
less skilled More skilled
Telling a Story Contributing to a debate Being a partner
Adopted from Lea, L. (2006). Acute solutions and beyond: Lessons on service user 
involvernQnt J  Mental Health Workforce Development 1(2): 34-37.
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PROBLEM BASED LEARNING REFLECTIVE
ACCOUNT 1
The relationship to change
YEARl.
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The relationship to chanse
INTRODUCTION
Our relation to animal ancestry has raised questions of whether it was our instincts, 
intellectual capacity or consciousness that helped us in adapting to a changing 
environment (Spielberger, 2004). To me, while humans seem adaptive to change, it 
is because we have always been in pursuit of it. My understanding of change can 
only be understood in the context of my upbringing. I was bom at the dawn of 
change; the Zimbabwean war for independence was ending and in the horizon lay a 
bright future? Growing up, perhaps influenced by their own difficult experiences 
under oppression, my parents explicitly taught me that change was never guaranteed, 
one has to endure many sacrifices to achieve their goal. My first significant 
relationship with change began when I moved to England as a teenager. While I felt 
scared and excited, this change was positive; it brought me closer to becoming a 
Clinical Psychologist. In pursuit of this goal, I moved houses dozens of times, lived 
where I had to out of career necessity and felt no real sense of community. I accepted 
‘change’ as instability, imposed by my need for mobility. When I finally began the 
PsychD course at the University of Surrey, I found myself faced with a problem 
based learning task to write about our relationship to change. I was really 
disappointed. At the time, this seemed a patronising request for doctoral level 
trainees who had gone far and beyond to secure a seat on this course!
From a position of ‘knowing’
When we met as a Professional and Personal Development Group for the first time, 
similar emotions to when I moved to England were triggered. I was frightened and 
excited. I had come from being a nurse and senior manager, now I had to ‘dust o ff 
my ‘learner plates’ again. Back to square one! At the time, I felt disempowered and 
wondered where I would fit in this group, if at all I did? My colleagues seemed that 
little bit more intelligent. Really, how relevant was my nursing experience to Clinical 
Psychology? With the task in mind, the group was quick to establish an agenda, 
chair and scribe; business as usual! I felt scared about saying the wrong things and 
looking stupid. So I became quiet within the group in case anybody ‘found me out’. I 
also wondered whether it was my ‘silence’ that made me look more like a ‘fraud’. 
Having previously been a manager, should I not be the one chairing some of these
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meetings? I dared not opt for this role. Social inhibition is a phenomena that occurs 
when a group, passively or actively, arouse low self esteem of other members 
(Zajonc, 1965). Self esteem is affected by social comparison, an attempt to try and 
establish approval by comparing one’s self to others (Hogg & Vaughan, 2002).
This experience seems essential to me as a practitioner and as a person. It is 
important that I become aware when a staff member may feel inadequate or 
disempowered in the presence of more experienced staff in a multidisciplinary team 
meeting, or a client in their ward review or Care Programme Approach (CPA) 
meeting. Personally, I am learning to be more aware about the expectations I place 
on myself. Expectations of myself exerted an unrealistic ought or ideal self (Higgins, 
1987), increasing my susceptibility to stress.
Ultimately our group forming was facilitated by having a shared framework and 
common goal (Tuckman, 1965); to portray the group’s relationship with change in 
the form of a presentation. To improve the group process, I feel the first meetings 
could have gone differently. We could have had an initial meeting to get to know 
each other and help encourage confidence. I am not only a trainee but a brother; 
father and a friend amongst other things, as I am sure, are some of my colleagues. 
Should similar situations arise on the course and at work, I will probably suggest 
this.
All animals are equal
The task we agreed as a group was to portray our relationship to change by enacting 
a ‘forecast’ of Clinical Psychology as a profession in 30 years time. To do this we 
would reconceptualise the story ‘A Christmas Carol’ by Charles Dickens to show 
where a trainee clinical psychologist would end up should they choose different 
paths within their career. Tasks were shared out in pairs amongst group members. 
Initially, contribution towards the planning of this task was not perceived as fairly 
distributed amongst group members. I raised the issue that other members may feel 
less valued if they perceived their contribution as limited. I felt responsible for other 
team members. I may have been reverting to my old role as a manager partly because 
I also was unclear about the adequacy of my own role. Perhaps I was all too aware 
that as the only male in the group, by standing up for others, reciprocal altruism may
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serve as a Tife line’ in the future. There was a scramble for roles within the group. 
As this storming stage (Tuckman, 1965) in our group development proceeded I 
became increasingly aware of my unfamiliarity to the Charles Dickens story. I 
thought I needed to contribute more to fulfil this anomaly? Will my role in the 
presentation reflect on my contribution to the work? Can everyone within a group 
participate equally towards the group?
Whyte (2007) emphasises role clarity as an essential ingredient for effective 
teamwork. Confusion in roles can result in individual members questioning where 
they fit in, feeling undervalued and resentful of other members who may seem more 
dominant (Whyte, 2007). The NHS is set around professional hierarchies, yet 
multidisciplinary teamwork is essential to the successful delivery of care. Similar to 
our group experience, sorting out differences between mental health professional 
groups in the NHS can be difficult. The dominance of psychiatrists in mental health 
services seems to have created resentment amongst some allied staff where I work. A 
client that I am working with was going through a crisis and had to be assessed 
jointly by a social worker and psychiatrist. I noticed how the client seemed to look to 
the psychiatrist for guidance because he thought he had the power to hospitalise. The 
new role of Responsible Clinician (RC) contumaciously places itself within power 
dynamics of role clarity. It is crucial to understand the professional hierarchies 
because these power issues relate to professional identities (Ostroff, 2002). Now that 
clinical psychologists will also be allowed to be the RC and the new Improving 
Access to Psychological Therapies agenda to have high intensity workers 
specialising in CBT, role clarity seems so important. Some clinical psychologists 
whom I have worked with seem to have difficulty with other members of staff 
recommending that clients receive Cognitive Behavioural therapy (CBT). Surely, we 
do more than just CBT?
Within our group role clarity was achieved not by redistributing roles or by 
distinguishing our individual contributions but by acknowledging our strengths and 
weaknesses and identifying ourselves as a single unit toward one goal. For my 
professional development I am learning to work non-competitively within a team. In 
my workplace I hope to work alongside some psychiatrists on the development and 
delivery of a team presentation on our prospective roles. Without appearing ‘tribal’, I
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have learnt that we have a professional responsibility to educate our colleagues on 
our usefulness within the team. Except for ideology and salary status the differences 
between a psychologist, psychiatrist and social worker are irrelevant (Haley, 1977).
Tomorrow I shall tread on better paths
Perhaps change for me was positive because it was based on the concept of 
development; a positive prospect. The presentation of the PEL exercise represented 
the first assessed piece of work that we would have to do. This was not a positive 
prospect. I thought to myself what if I mess up, what if I really am a fraud? The 
group process that led us here had gone well. I had defined roles within the 
presentation that solely relied on me. Once again I felt isolated. Am I going to let 
everybody down? Will we fail the task? What if the PowerPoint fails to work? It did! 
I am reminded that our clients, their families and carers who are facing new 
situations by visiting a mental health service or experiencing psychological 
difficulties may also be dealing with a lot of uncertainties or traumatic change. I am 
also reminded that the dawn of change in which I was raised as a child has recently 
emerged to be a corrupt violation of human rights. How do we deal with change in 
the face of adversity?
Failure of the PowerPoint served as an important lesson for us as a group, though, at 
the time it felt like the biggest disaster ever. I was calm and reassuring to other group 
members, others stopped at nothing to ensure the show must go on. My colleagues 
were appreciative of my ‘laid back’ and reassuring attitude as I was of their input. I 
learnt that a group is more than the sum of its parts and I felt privileged to be a part 
of that sum. The cognitive model highlights the contribution of significant life events 
and inadequate social support to the onset and maintenance of psychological 
difficulties (Moore & Garland, 2003). This experience has taught me the importance 
of identifying any signs of resilience that have helped clients cope with past 
difficulties.
The feedback we received for the presentation was good. It seems sometimes; when 
our worst fears come true they are not as bad as we initially thought. If anyone had 
told me this earlier, I would have felt not listened to. I felt patronised and not listened 
to when a group member told me writing this reflective account would not be as
53
difficult as I expect it to be. I would rather she acknowledged my distress. I wonder 
how clients may feel when we do not show empathy towards their situation, 
preoccupied with telling them the ‘error’ is in our thinking; things are really not as 
bad as they seem? At work and at University I will try to acknowledge and empathise 
with the distress associated with clients (and colleague’s) difficulties and not 
minimise the evidence they hold in support of their thoughts.
As I have been consolidating my learning it has become clear that some principles of 
CBT were imbued in my experiences of the relationship to change. I have become 
aware of the cognitive distortions I made, the automatic negative thoughts I had 
about myself and the selective attention I paid to certain aspects of my experiences. 
At University a third year asked me how the PEL presentation went, on explanation 
he did not seem surprised and explained this was common, it also happened to his 
groups. He is still here! I felt more at ease. This experience has taught me that 
normalising an experience by talking to and linking a client’s experiences to 
common phenomena can be effective in enhancing their self esteem (Moore & 
Garland, 2003).
CONCLUSION
Perhaps change should be embraced for its uncertainties; it offers us an opportunity 
to take an instrumental role in the outcomes. Whether good or bad, change is 
malleable and constantly occurring. Even in the face of difficulties, we find new 
ways to redefine ourselves and understand our experiences and by so doing learn 
fi*om them. I am learning still that perhaps it is our conscious capacity to reflect that 
contributes to how we adapt to a changing environment. I am not the same person I 
was when I met the group for the first time. As a group, we were strangers then, now 
we value each other’s differences and look forward to discovering and sharing our 
learning over the next three years. Between then and now lies many uncertainties and 
challenges, I mean, opportunities for us to take an instrumental role into our personal 
and professional development.
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PROBLEM BASED LEARNING REFLECTIVE
ACCOUNT 2
How do we know if Improving Access to Psychological Therapies (lATP) is
working?
YEAR 2.
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How do we know ifImvrovins Access to Psvcholosical Therapies (lATP) is workins?
INTRODUCTION
My experiences within this Problem Based Learning (PBL) exercise encouraged my 
reflections about the wider socio-political aspects of the National Health Service 
(NHS) in relation to our roles as clinical psychologists. I consider the irony that the 
PBL opportunity presented a ‘problem’ outside of the one we were meant to be 
discussing. The reflection therefore takes the approach of reflecting on the wider 
issues that impact and influence clinical psychologists as well as issues closely 
related to the job.
The ‘Problem’
In my opinion, the ‘problem’ when meeting in a group with the purpose of attaining 
the same goal, instantaneously becomes that of leadership, especially if it has not 
been assumed prior to the meeting. Our group comprised of six females and one 
male, we were equally divided between the years. The third years were seemingly 
quick to establish their authority by stating their prior experience; they had done a 
similar exercise before. It seems also, that we (second years) were all too ready to 
accept their assertion. Albeit in a less complex but ironic way, our ‘problem’ of 
leadership seemed to represent the wider context of the task we were asked to 
discuss.
The ‘problem’ we had to discuss as our task was the issue of measuring the outcome 
of Increasing Access to Psychological Therapies (lAPT). In 2005, a health 
economist. Lord Layard tabled a paper arguing that the Department of Work and 
Pensions would save vast amounts of money if the Department of Health improved 
the access of people experiencing anxiety and depression to psychological therapies. 
He reasoned that this improved access would consequently impact on the cost of 
incapacity benefit, therefore making potential savings. Lord Layard’s proposal 
achieved huge financial backing from the government to implement LAPT in 
England. Similar to our PBL group meeting, NHS professionals met within and 
between services to attain the same gaol; implement LAPT. It seems that as much as 
our group had to deal with the problem of leadership, so did the groups that met to 
discuss the implementation of lAPT. With the skill mix that is inherent within the
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NHS, for instance CBT therapists. Psychotherapists and Clinical psychologists some 
of which are regulated by different governing bodies like British Psychological 
Society and British Association for Behavioural and Cognitive Psychotherapies 
(BABCP), the problem of ‘leadership’ was inevitable. What I have learnt from our 
group experience was that although the third years had prior experience of the group 
process, their knowledge about the group task was as limited as ours. However, 
because we did not assert ourselves as much, the idea that was envisaged was mainly 
from the third years. This division became more apparent when we delegated tasks in 
preparation form the group presentation; the two main aspects of the presentation 
were divided equally between the years. Third year trainees dealt with the power 
point presentation aspects and second years with the formulation of a role-play. I did 
not raise my concerns about the seemingly obvious separatist division of labour, 
because everyone seemed in agreement with the plans. At what point does one put 
their head above the parapet and start to swim against the tide?
While the Social Identity Theory (SIT) may explain that I was not as forthright with 
my concerns because I wanted to develop a sense of membership and affirmation 
within the group (Turner, 1962), I am interested on reflecting on how perhaps this 
translates to the professional group membership that seems to be implied by the 
lAPT agenda.
As applied psychologists, I notice that throughout the evolution of the lAPT process 
we have to ‘etch’ out and at times assert our importance to this change. This seems to 
have required to some extent, standing outside of the larger group of therapists to 
emphasise our unique and indispensible qualities (Turpin, 2005). Arguably this 
notion can also be explained by the SIT theory; to feel important and assured that one 
is in the right group, the need for positive distinction form other groups is created 
(Stets & Burke, 2000). On reflection, I also think that because there is overlap 
between therapeutic roles within the NHS, often the role of clinical psychology is 
misunderstood.
My development within the group seemed limited to the roles that I had been 
allocated to do, that is, the role-play. It took a long time to arrange meetings and in 
times of uncertainty, it seems that all of us were holding too little a ‘sum’ of the
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whole perspective to adequately intervene. In acknowledging this as an issue, I owe 
the benefit to hindsight. At the time, I did not raise the lack of support or 
cohesiveness to the group, perhaps not because I was entirely unaware of it; but I 
was unsure about whether others felt the same. The irony behind uncertainty is that it 
breeds uncertainty; because I doubted myself, therefore I did not raise the issue, my 
doubt was neither reinforced nor contradicted, which left me doubting myself more.
Consequences to the lack of group cohesion ‘reared’ it’s ugly ‘head’ when we had to 
present our prospective work to each other. There was a definite ‘storming’ stage 
(Tuckman, 1965) in the group. Tuckman (1965) asserts that every group will enter 
into a ‘storming’ stage where different ideas are competing for consideration, the 
team members open up to each other and challenge their differing ideas and 
perspectives. Within our group, those who had worked on the power point 
presentation had strong opinions about how we had constructed our script. The main 
issue had to do with the ‘appropriate’ use of humour. The ‘writers’ of the role-play 
had leaned toward a comedy of errors to illustrate a valid and serious point about the 
insurmountable paper work for the clinician that was implied by the process of 
evaluating LAPT. We had intended to draw contrasts to how this may affect the 
therapeutic relationship. Our ‘critics’ argued that our comedy spectrum had crossed 
the boundaries towards ridicule. Personally, I struggled to see their point. Not 
because I happened to be one of the scriptwriters, but on reflection, it seemed at this 
stage in the group we had been so divided, some team members focused on 
minuscule issues to avoid discussing the real issues. This, as Tuckman (1965) asserts 
is common.
As a contentious issue, we did not handle it very well. Knowledge that other group 
members were unhappy about the use of comedy only trickled down to the 
scriptwriters later on and only after we had met as a group and everybody had agreed 
that the script was fine. Tuckman (1965) argues that storming is a necessity for the 
group to develop, however, with the pressure to produce a presentation and limited 
time that we had allocated, it seemed the ‘show’ had to go on, whether or not we had 
developed as a group. I know now that if I am presented with a similar situation in 
my professional capacity, the team should address issues that affect the team.
59
As I reflect on the group experience, I realise it was an unpleasant experience, 
however, my colleagues could have experienced otherwise. It depends on what ‘side 
of the fence’ you are sitting. Perhaps it is the people without power that reflect more 
on their position?
On my current placement, local clinical psychologists met to discuss a training 
programme that they were planning to deliver as part of career and professional 
development for local allied professionals. The purpose of the meeting was to discuss 
what to include in teaching other professionals psychological therapeutic techniques. 
In this meeting, two power issues became clear, firstly as trainees we were required 
to contribute toward the delivery of the training but not its content. Secondly, there 
seemed to be reluctance from most of the clinical psychologists about training allied 
professionals the more ‘advanced’ elements of therapeutic techniques. My 
experiences within the PBL group encouraged me to raise the issue of power within 
the wider context of our jobs as clinical psychologists in this meeting.
I questioned whether ‘we’ were being a little patronising to think that social workers 
and community psychiatric nurses may not understand the more advanced basics of 
the techniques that we use in therapy. I also asked the group how this might 
influence how other clinicians perceive us if we only taught them the basics; would it 
be an adequate portrayal of the complexities of our job? In my experience, medical 
doctors do not shy away from the complexities of their job, in fact there seems to be 
an increase in nurses who take on medicine prescribing courses over those who take 
on Cognitive Behavioural Therapy (CBT) training courses in mental health Trusts 
(Lomas, 2009). I only speculate in saying that power may have been underlying the 
motivations of some group members in the meeting. There seemed to be a 
contradiction between wanting to hold the important knowledge about certain 
psychological approaches thereby maintaining power versus empowering others by 
teaching them. Though the latter inevitably means psychologists still have the power. 
Small (2008) argues that as scientist practitioners we seek to legitimise our practice 
by attaching ourselves to theoretic positions that invoke the rigour of experimental 
methodologies as a way of justifying our credibility to those who control and receive 
care from services. To a small extent, I can understand the rational for protecting our 
knowledge because unlike medicine, clinical psychology does not have a compelling
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ideological powerbase of its own (Smail, 2008). However, the more I think about 
this, I wonder how, if by not training others, would we achieve the propaganda that 
brings into people’s awareness our capabilities and distinctiveness.
On reflection, for the third years to realise our capabilities we should have shared 
either our knowledge or concerns. Under the current business discourse of NHS 
foundation trusts, I agree that a powerfiil propaganda about our value is needed; 
otherwise, we may find ourselves desperately trying to distinguish clinical 
psychology from other professions like health, counseling psychologists, 
psychotherapists, counselors who also subscribe to the rigour of experimental 
methods to legitimise their theoretical ideologies (Smail, 2008).
The ‘presentation’
Our presentation was a ‘presentation’ within a presentation. On the surface, we had a 
job to do; present the work that we had prepared, also; we had to present the 
appearance of a cohesive, well-organised group. The issue about the humour in the 
script had continued unresolved. My role up to this point was to try to encourage the 
group to resolve this issue as a group in one last meeting. I was unsuccessful. Just 
before the group presentation, I was let into a secret that some members were going 
to continue using the humour, with adlibs, regardless of what was said. We decided 
to enact a scene where the relationship between the therapist and the client is 
compromised by the demands lAPT evaluation forms. We seem to have presented 
well and this was later reinforced by good feedback. As a group, nothing more was 
said between us after the presentation, it was as if we had never worked together at 
all.
As I reflect, I wonder if under normal NHS pressures, I expected too much from a 
PBL group that was essentially there for ‘business’ purposes only. Largely, this is 
still observable on my clinical placement. Meetings seem designed only to facilitate 
the transfer of information within the team, with very limited ideas, explanation and 
alternative solutions to problems. The concern becomes ‘who’ is responsible for 
carrying out ‘what’ and can they do it in a way that does not make the service liable?
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CONCLUSION
Throughout my experience on placement so far, I have learnt the benefits of different 
opinions and during my PBL, I learnt the hindrance that this difference can have at 
times in fostering a blame culture. It seems that while the heterogeneity of any group 
is beneficial in terms of offering different perspectives it presents a challenge in its 
willingness for the members to change their idiosyncratic ideologies, a point that 
seemed certainly true for our PBL group.
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PPDG Process Account 1: Summary
YEAR 1.
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PPDG Process Account 1: Summary
In this reflective account I consider my experiences being part of a Personal and 
Professional Development (PPD) group. Our group comprised of 7 females and one 
male. All of the women were from white British ethnicity and I, from black African 
ethnicity, and I reflect on what that meant for me. My experiences of being in a PPD 
group was challenging for me to encounter without an admixture of my own 
speculations. The development of the group is also considered whilst drawing on 
specific examples of how some of these experiences translate in clinical practice. 
The joining of a new member in my opinion marked the turning point for how the 
group interacted. The new member questioned our methods, experiences that seemed 
consistent we are encouraged to do as clinicians; reformulation, recognition and 
revision. It is interesting that it took an outsider’ for us to look ‘within’ our own 
processes. Her ‘arrival’ marked a turning point in the group’s development. My 
attempts being inconspicuous as a strategy to ‘blend’ in with a group I felt very 
different from with regards ethnic and spiritual identity were thwarted by my need to 
find a voice within the group. I perceived the difference I brought into the group to 
be beneficial in its potential to highlight our uniqueness. It was the lessons learnt 
from the group member’s idiosyncrasies that I believe were a large contributor to my 
professional and personal development.
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PERSONAL AND PROFESSIONAL DEVELOPMENT
GROUP (PPDG)
PPDG Process Account 2: Summary
YEAR 2.
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PPDG Process Account 2: Summary
In this reflective account I look back at how a year on, and how our relationships 
within the Personal Development Group (PPDG) have developed. Looking back on 
my personal and the group’s experiences a pertinent theme emerged, change. It is 
interesting that the theme of ‘change’ should remerge. In our first year, our first task 
was to discuss our relationship to change. Then, I argued about the inevitability and 
perhaps the ‘omnipresence’ of change, why, because change happens. What I had not 
anticipated was how prepared one has to be to benefit from change. Within this 
wider theme, I reflected on three aspects that in my opinion changed the most in 
myself; leadership, management and quality. Unsurprisingly, when we talk about 
leadership, we usually like to identify somebody who embodies power and 
responsibility. I discussed the tendency for NHS employee’s tendency to look the 
‘top’ for leadership inspiration or fault. I discuss my experiences of team meetings in 
clinical practice; they seemed designed only to facilitate the transfer clients to 
clinicians without recourse for explanation and alternative solutions to the presented 
problems. I illustrated how my interactions within the PPDG empowered me to 
change my clinical practices. What was really pertinent for me was the closeness 
fostered between group members. I perceived the group’s members as pieces of a 
puzzle; unique in outlook and role but very, very essential to adequately portray the 
‘picture’.
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CLINICAL DOSSIER
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AN OVERVIEW OF CLINICAL PLACEMENTS
This Clinical Dossier contains summaries of the five placements, four case 
reports and an oral presentation of clinical activity.
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Adult mental health vlacement
This placement was split between a Community Mental Health Team (CMHT) and a 
Day Center.
Clinical work with individuals: I worked mainly using Cognitive Behavioural 
Therapy (CBT). I gained experience working with individuals between the ages of 
20 to 63, with a range of severe and enduring difficulties such as emotional, 
behavioural, anxiety, depression and psychosis inta alia.
Neuropsychological assessments: There was plenty opportunity to be involved with 
neuropsychological assessments. I reported on two assessments. One was with a man 
in his early to mid 20s who complained of memory difficulties following a head 
injury in a rugby match. The other was a referral from the Psychiatrist inquiring 
whether the client had any cognitive deterioration from the last neuropsychological 
assessment.
Group Work: Experience with groups was fulfilled at the Day Center. The group 
was a Heterogeneous Group Cognitive Behavioural Therapy (HGCBT), based on 
CBT principles such as goal setting, identifying beliefs, behavioural practice and 
relaxation.
Supervision: Supervision was mainly focused on CBT formulations and techniques 
though psychodynamic principles and thinking was fostered.
Teaching: A presentation was delivered to locality clinicians. The presentation was 
based on the research I completed evaluating the service user feedback on the 
HGCBT.
Older adults vlacement
This placement was split between a Community Mental Health Team (CMHT) for 
Older Adults and a hospital ward for clients with dementia.
Clinical work with individuals: I worked mainly using Cognitive Behavioural 
Therapy (CBT) with clients aged between 60 and 80, experiencing a range of 
difficulties including depression, anxiety, Parkinson’s disease, and dementia. There 
were opportunities to draw from systemic work through engaging families, members 
of staff in wards and Homes in the client’s treatment.
Neuropsychological assessments: Gained plenty of experience completing 
neuropsychological assessments relevant to this age group and drew on learning to
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feed back the results with recommendations that may have changed the clients’ 
quality of living.
Group Work: Groups were offered to clients on the ward. The focus was psycho- 
educational.
Supervision: Supervision was mainly focused on CBT and systemic approaches. 
Teaching: Teaching was delivered about ‘effective communication with older 
adults’ and was delivered over two days to all ward staff.
Child, adolescent and family vlacement
This placement was based in a Child and Adolescent Mental Health Service 
(CAMHS) Primary Care.
Clinical work with individuals: Using systemic approaches, I worked with a range 
of children aged between 5 and 17, presenting with difficulties including anger, 
anxiety, depression. Obsessive Compulsive Disorder (OCD) and Attention Deficit 
Hyperactive Disorder (ADHD) inta alia. Standardised measures for assessing and 
evaluating progress were used as well as other intervention such as observations and 
risk assessments.
Neuropsychological assessments: Neuropsychological assessments were conducted 
with a range of children specifically to help schools with adjusting their learning and 
as an enquiry into presented difficulties.
Group Work: Group experience opportunities were in mother and baby groups. 
Supervision: Supervision was mainly focused on systemic approaches and 
psychodynamic perspective.
Teaching: A presentation was delivered to staff on the ward following my 
observations of the low moral and ward staff interactions with their clients. The 
teaching was about ‘effective communication with older adults’ and was delivered 
over two days to all ward staff.
Leamins disabilities vlacement
This placement was based in a Community Team for People with Learning 
Disabilities (CTPLD).
Clinical work with individuals: Using systemic and Cognitive Behavioral Therapy 
(CBT) and behavioral therapy approaches, I worked with a range of clients aged 
between 18 and 65, presenting with difficulties including anger, depression,
71
Obsessive Compulsive Disorder (OCD), Asperger’s, self and mutilation, inta alia. 
Standardised measures for assessing and evaluating progress were used. 
Neuropsychological assessments: Neuropsychological assessments were conducted 
with a range of clients. In addition. Functional Assessment Interviews (FAI) and 
Dementia Assessments were also completed.
Group Work: Group experience opportunities were in mother and baby groups. 
Supervision: Supervision was mainly focused on systemic approaches and 
psychodynamic perspective.
Teaching: A presentation was delivered to staff on the ward following my 
observations of the low moral and ward staff interactions with their clients. The 
teaching was about ‘effective communication with older adults’ and was delivered 
over two days to all ward staff.
Svecialist Child and Adolescent Mental Health vlacement
This placement was split between Child and Adolescent Mental Health Team 
(CAMHS) tier 3 and a Family Therapy (FT) service. This placement was part of the 
advanced competencies module for Narrative Therapy (NT).
Clinical work with individuals: Using systemic, FT and NT approaches, a range of 
children aged between 9 and 17 and their families. The clinical presentations varied 
from anger, psychosis, anxiety, depression presenting with difficulties including 
anger, depression, and Obsessive Compulsive Disorder (OCD) inta alia. Strictly 
speaking, NT does not adhere to diagnostic labeling.
Clinical and duty assessments: Advanced assessment skills were gained engaging 
in clinical triage system and risk assessments for server presentations such as suicidal 
ideation and self-harm
Family Therapy (FT): Invaluable experienced were gained being involved in the set 
up of a new FT service and consequently the delivery of the service.
Supervision: Supervision was mainly focused on systemic, FT and NT approaches. 
Teaching: A presentation was delivered to staff colleagues on the structure, ethos 
and referral process of the new FT service.
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SUMMARIES
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SUMMARY OF ADULT MENTAL HEALTH CASE 
REPORT
Cognitive Behavioural Therapy (CBT) with a man presenting with symptoms of
anxiety and depression
YEAR 1.
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Cognitive Behavioural Therayy (CBT) with a man vresentin2 with suicidal ideation 
depression
Referral of the problem: Mr. Row was a 40 year old white British man. He was 
referred to psychological services following suicidal ideation after he had been made 
redundant at his paid employment.
Presenting problem: Mr row reported feeling low in mood and explained that he 
had been fired from work and was suing them for bullying. It also emerged that his 
relationship with his wife was deteriorating and he was living at his mother’s house.
Assessment: Risk assessment was imperative including continual monitoring 
throughout the interventions. My clinical supervisor and myself assessed Mr. Row 
jointly. The assessment lasted over two, weekly, hour-long meetings
Formulation: Using CBT formulation it was deemed that Mr. Row’s low mood 
stem from, and were maintained by a triad of negative thoughts he holds about 
himself, his future and the world. Events surrounding his experiences of external 
losses (job, material things) and internal losses (security, pride, and self-esteem) 
seemed to impact on the individual.
Intervention: Mr. Row attended 11 weeks of CBT sessions. Using our collaborative 
formulation as a framework, we have begun to explore the tendency for Mr. Row to 
almost entirely derive his self-esteem from work. While respecting his attitudes, we 
were able to challenge some of the Negative Automatic Thoughts (NATS) looking at 
possible alternatives that could be applied more flexibly to his life. It was more 
important to deconstruct his beliefs about work in more depth because this was more 
pertinent to h im ;‘hot thought’.
Outcome: Mr. Row seemed to have a greater understanding of what activities 
‘enhance’ or ‘dampen’ his mood. He was able to return to work and try to reconcile 
differences in his marriage. Objective and subjective outcome measures were 
consistent with my observations on his improvement.
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SUMMARY OF ADULT MENTAL HEALTH CASE 
REPORT
Cognitive Behavioural Therapy (CBT) Cognitive Behavioural Therapy (CBT) 
with a woman presenting with symptoms of low self-esteem
YEAR 1.
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Cosnitive Behavioural Therapy (CBT) with a woman presentins with svmvtoms o f 
low self-esteem
Referral of the problem: Mrs. Adams was a 37 year old white British woman. She 
was referred by her General Practitioner (OF) via a telephone conversation 
requesting whether more could be done for her continual complaints of low mood 
and feelings of worthlessness.
Presenting problem: Mrs. Adams explained that her main concerns were the lack of 
confidence she had in herself and that she had never felt special in any way. She 
reported that she frequently avoided the adults at her children’s school and was 
mostly comfortable around the company of children. She described thinking she was 
invisible and that people did not notice her because she was not important or boring. 
Assessment: My clinical supervisor and I assessed Mrs. Adams jointly. She was 
given standardised assessment measures to establish her mood and anxiety. 
Formulation: A cognitive behavioural formulation reveled how Mrs. Adams’s 
environment lacked emotional support. It seemed that Mrs. Adam’s perceptions of 
herself were a reflection of how she was regarded and responded to her childhood. 
Though this did not necessarily reflect the truth, they can become self-fulfilling 
prophecies.
Reformulation: CBT for social anxiety as a more efficacious treatment approach 
was initiated on the basis of internalised labels fi*om her childhood that Mrs. Adams 
not only used to define herself but also avoided other people; self-image is 
constructed from other people’s comments.
Intervention: Exposure was one of the interventions utilised. It was aimed at Mrs. 
Adams symptoms of avoidance and the distress she expressed when anticipating 
social situations. Exposure required Mrs. Adams to repeatedly stay in contact with 
their feared social situation, particular other parents when dropping of her children at 
school, until such a time that her anxiety receded.
Outcome: By weakening the connection between the social cues and fear reaction, 
Mrs. Adams reported learning that her fears about situations were not realised to the 
extent she had initially thought
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SUMMARY OF NEUROPSYCHOLOGY CASE REPORT
A neuropsychological assessment of a 61 year old lady who reported 
experiencing memory problems
YEAR 2.
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A neuroDSVcholosical assessment o f a 61 year old lady who reported experiencins 
memory problem
Referral of presenting problem: The Consultant Psychogeriatrician referred Mrs. 
Smith a white British woman aged 61 for a neuropsychological assessment. The 
reason given for the referral was that Mrs. Smith had reported difficulties with her 
concentration and attention. Mrs. Smith described having memory problems over the 
last year and explained that she had difficulty finding words, answering questions 
and remembering recent events.
Assessment: I assessed Mrs. Smith was assessed and a full medical history was 
considered as part of the assessment. It emerged that when asked what she hoped to 
benefit from the assessment, Mrs. Smith mentioned that she wanted confirmation of 
what she felt she already knew. She described difficulties she thought were similar to 
her grandmother whom she once cared for when she was diagnosed with 
Alzheimer’s.
Intervention: Based upon the symptoms reported by Mrs. Smith, and the cognitive 
abilities thought to be impacted by depression cited in the literature, it is 
hypothesised that Mrs. Smith will have deficits in one or more of the following 
functions: processing speed/working memory; learning and memory; executive 
fimction; visual-spatial processing; and language. A neuropsychological assessment 
was arranged to test the hypothesis
Hypothesis: Given Mrs. Smith’s description of the presenting problem, the referral 
letter, her background and the literature on dementia and depression, I hypothesised 
that;
1. Mrs. Smith will have a neuropsychological profile consistent with dementia, 
specifically AD, characterised by her decline in memory and global 
difficulties. In addition, I considered Mrs. Smith’s risk factors of being a 
woman and having a mother with AD.
2. Mrs. Smith will have a neuropsychological profile consistent with depression 
characterised by her insight into her difficulties and possibly due to reporting 
greater deficits than their actual test performance. Considering the referral 
letter, self-reports and past assessments Mrs. Smith’s test performance may 
reveal less widespread and less pronounced scores for recent memory, 
relative to people with AD.
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Testing: The WAIS-III was chosen to provide an indication of current general 
intellectual functioning. The Rey Complex Figure Test was selected to assess 
immediate and delayed visual memory recall. The Hopkins Verbal Learning Test 
Revised was selected to assess verbal learning and memory, receiving support for its 
diagnostic validity as a screening test for dementia. The Trail Making Test 13 was 
administered as a test of attention and complex cognitive processing. Word fluency 
associated with deficits in AD was assessed for both verbal fluency using the 
Controlled Oral Word Association Test FAS (COWAT FAS) and semantic fluency 
Results: It seems that although Ms Smith’s general intellectual functioning scores 
were lower than her expected estimate of intellectual functioning, her scores on 
memory were so varied we had to reject our initial hypothesis of AD. Ms Smith’s 
test performance revealed less widespread and less pronounced scores for recent 
memory, relative to people with AD. In addition, our observations of her insight 
regarding her difficulties and tendency to report greater deficits than her actual test 
performance further supported our second hypothesis of depression.
Outcome: the results where feedback to Mrs. Smith who reported feeling relieved 
and agreed that fear for ending up like her grandmother and loosing her job did make 
her depressed.
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SUMMARY OF CHILD AND ADOLESCENT MENTAL 
HEALTH CASE REPORT 
(Oral presentation)
Jill. Building an understanding of a young girls difficulty with anger.
A systemic approach
YEAR 2
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Jill. Buildins an understandins o f a vouns sirls difficulty with anser: A systemic 
approach
Oral Presentation summary
The oral presentation outlined my development as a trainee clinical psychologist, 
particularly focusing on the change that has occurred in my confidence. To illustrate 
my development gave an account of my therapeutic work with a 9 year girl and her 
mother on my Child and Adolescent core placement. The therapeutic sessions were 
mainly informed by the systemic approach and guided by psychodynamic influences 
in supervision. While the systemic approach involves understanding of an individual 
within the context of their interactions and relationships the psychodynamic, 
emphasizes the place of infancy and early childhood experiences in shaping the 
person. I found that these two approaches lend themselves logically to a 
developmental perspective.
Brief client information^: JilF 10 years old
Jill is a 9-year-old white British girl who lives with her mother, Janet, older sister 
Sarah, aged 17 and younger step-brother, Jo, aged 2. Jill was referred to the Primary 
Mental Health Team (PMHT) following concerns about her behaviour at school and 
at home. Janet explained Oliver was admitted into hospital for a routine surgical 
operation which left her husband in a comatose state and disabled form the neck 
down. She explained that Jill, who was four at the time, experienced nightmares 
following a hospital visit. Oliver moved to Ireland to be nearer his family who could 
‘care’ for him. Janet met a new partner Mark, they had a child together, Joseph. 
Mark and Janet decided to cohabit with his daughter, Lucy who had to share a 
bedroom with Jill.
Once Oliver moved to Ireland, Janet explained that Jill experienced nightmares and 
her behaviour deteriorated to one of frustration and anger outbursts. She described 
how Jill did not comply with any house activities or chores, often isolated herself and
 ^Client information was obtained from Jill’s clinical notes and interviews with Jill 
and her mother.
 ^All names and identifying information are anonymous
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at times burst into tears at school. To try and alleviate this, Janet compiled a big 
folder, branded “the daddy folder” with detailed chronological accounts of Oliver’s 
life from the time that Jill was bom to the present day.
Therapeutic work
My clinical work focused on the confidence I found to contain the anxieties of Jill 
and her mother in their efforts to resist change. It seemed that when Jill began to 
benefit from the therapeutic treatment Janet experienced Jill’s development as a 
threat to the equilibrium of long-established family patterns. Initially, Janet seemed 
to sabotage out therapy sessions by not attending regardless of Jill’s requests. This 
seemed effective in getting the relational bonds back on the old footing. It was a 
challenge to understand why Janet did not recognize the systemic repercussions of 
her efforts. Janet’s unconscious battle to maintain a painful equilibrium highlighted 
to me the importance of working with families instead of individuals.
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SUMMARY OF ADVANCED COMPETENCIES CASE 
REPORT
Narrative Therapy with a boy interrupted by anger
YEAR 3
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Narrative Therayy with a boy interrupted by anser
Clients often bring problem stories to therapy about themselves, their identities, and 
their lives. These stories often involve the internalization of dominant social stories, 
and, importantly, the stories themselves are often unhelpftil; problem saturated. 
Dan’s story was about a young boy who was considered as very angry, attention 
seeking ‘unfixable’. Dan thought himself to have a short temper, no friends and no 
future. His metaphoric descriptions in his narrative of Anger as overwhelming, 
imprisoning and overpowering seemed to imply that Anger was imposing its 
presence, governing Dan’s life there against his will. Using Narrative Therapy it was 
pivotal to move from the problem saturated narrative that constituted a single ‘thin’ 
truth about Dan to a ‘thick’ all encompassing narrative that aimed to explore the 
multiple constructs of reality or his other knowable selves.
Through processes recommended in Narrative Therapy, Dan was able to re-author 
his identity. Dan’s new narrative had trailed a shimmering hint of possibility in every 
direction, a hint that grew ever more dense as his outsider witnesses reinforced what 
to him, appeared at first as insignificant unique outcomes. Dan’s narrative thickened 
as his potential substantialised and he favoured experiences that adhered to the 
alternative story, bringing ever more thin narratives into being, and ever more 
‘landscapes of action’ to connect it. As such, Dan began to explore his own 
capabilities, putting out new ‘feelers’ into unexplored realms of possibilities, 
accepting some experiences over others; the alternative narrative grew into its richly 
textured environment.
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ABSTRACT
Method: Six fathers who identified themselves as living with a partner who had 
been given a diagnosis of Post Natal Depression (PND) were interviewed. Their 
transcripts were analysed using Interpretative Phenomenological Analysis (IPA). 
Results: Three master themes were explicated: 1. Adjusting to the unexpectedness of 
fatherhood 2. Negotiating self, relationships, social networks and work 3. Father as 
the implicit client
Conclusions: The study found that the fathers seemed to experience psychological 
distress, living with a partner diagnosed with PND. It was found that a partner’s 
diagnosis of PND complicates the transition to fatherhood by magnifying adjustment 
challenges that the father had to contend with, primarily; paternal role attainment; 
quality of social support; gender role strain; differentiation of household and 
childcare tasks; loss of intimacy and affection. The study found that the fathers were 
willing to be very supportive to their partners, however, a dwindling social and 
professional support network and increased responsibilities meant that the insidious 
effects of PND seemed inevitable. The findings indicate the need for health services 
to include fathers postpartum. Social support is highlighted as integral to the family 
during this time. This study highlights the complex interactions within family 
subsystems arguing that families should not be treated individually. Couples therapy 
is recommended as a possible treatment approach for partners living with PND.
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INTRODUCTION AND LITERATURE REVIEW
Overview
Approximately 30% of women experience Postnatal Depression (PND). PND often 
exhibits disabling symptoms, rendering the caregiver unable to care for their baby 
(Goldsmith, 2007). This has been noted to have an impact on the family. Recently, 
men have been diagnosed with PND, paternal PND. Paternal PND is now a relatively 
recognised phenomena (Paulson, Dauber, & Leiferman, 2011). Assertions have been 
emerging that maternal PND is the most significant predictor for paternal PND 
(Dudley, Roy, Kelk, & Bernard, 2001; Goodman, 2004a; Matthey, Kavanagh, 
Howie, & Barnett, 2003). Invariably, research on the experiences of PND have 
focused on women (Escriba-Aguir & Artazcoz, 2011). Research on paternal PND 
has been limited to standardised self report measures (Goodman, 2004b). This study 
argues that quantitative measures of distress in fathers, postpartum, leaves little 
scope for developing understanding of factors influencing the phenomena. By 
focusing on the experiences of non-depressed fathers, this study aims to explore the 
impact of their partner’s PND diagnosis on their psychological well-being.
A brief historical account of fatherhood will be provided, followed by a 
comprehensive literature review of PND, particularly maternal PND to adequately 
contextualise the premise on which this study is based. Reasons will be provided to 
explain the importance of researching fathers, at the same time, appreciating the 
interrelatedness inherent within family systems. As such, only aspects of maternal 
PND that may have impacted fathers are considered in-depth. The focus of the study 
will be considered reflectively, including possible and arguably inevitable biases that 
influence the research process. Implications to clinical practice will be discussed and 
conclusions will be provided.
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Fatherhood
Brief historical account
Over the last fifty years, research has focused mainly on mothers’ emotional 
experiences of pregnancy and early parenthood and not fathers’^  (Chin, Hall, & 
Daiches, 2011). The increasing recognition of the importance of fathers’ involvement 
in child development seems to have perpetuated the reconceptualisation and social 
expectations of fatherhood (Lamb, 2010; Matta & Carmen, 2006). Public policy 
agendas have followed suit, addressing issues such as gender inequality; The 
Equality Act (2006), father availability; Paternity Leave Regulations (2010) and 
child support or contact after separation. Child Support Act (2010). These historical 
changes highlight the complexity and changeability of fatherhood as a concept. 
Today, ‘fatherhood’ is synonymous with ‘hands-on’ childcare involvement (Wall & 
Arnold, 2007).Fatherhood is socially constructed within the gender, economic, and 
political structures that underlie families (Hearn & Pringle, 2006; Ruddick, 1992).
Men’s health and fatherhood
Recently, studies have been geared to illustrate how fathers who are caring, nurturing 
and attentive benefit the family (Coley & Coltrane, 2007; Finn & Henwood, 2009). 
These findings seem to have influenced an advocacy for fathers’ importance as an 
underused resource within families (Gage & Kirk, 2002; Matta & Carmen, 2006). 
Whilst some changes in concepts of fatherhood have been positive and welcomed by 
men’s changing aspirations (Henwood & Procter, 2003), there has been a dearth in 
research on the impact of the these concepts of fatherhood on men’s health 
(Settersten, 2010).
There is an underlying assumption that by virtue of being pregnant and giving birth, 
women transform into mothers and for men, fatherhood is what they ‘do’ (Katz- 
Wise, Priess, & Hyde, 2010). As such, research on the experiences of women 
becoming mothers gained momentum over the perspectives of fathers. The emotional 
difficulties women may experience after childbirth are documented in the literature
It is acknowledged that the biological father, a stepfather, or a father figure such as an uncle or a grandfather, 
who may or may not live with the child, can fill a father’s role. For the purposes o f this research, a father is 
defined as the male who is considered a biological parent and living with the mother as spouse or partner.
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to vary on a continuum, from ‘baby blues to postpartum psychosis (Hiltunen, 2003; 
Meighan, Davis, Thomas, & Droppleman, 1999). Whilst there is substantial evidence 
to suggest PND in women, recent literature alleged fathers may also experience PND 
(Odent, 2009; Tonks, 2005). Furthermore, it is suggested maternal PND is correlated 
to paternal PND (Dudley, et al., 2001; Goodman, 2004a). Paternal PND as a 
phenomenon seems to have been understood from the assertions of research on 
maternal PND (Madsen & Juhl, 2007). Paulson and Bazemore (2010) argue that this 
may be misleading, for instance, assertions have been made claiming paternal PND 
shares a similar etiology to maternal PND. There is limited exploration into the 
experiences of fathers when their partner has PND (Davey, 2006; Paulson & 
Bazemore, 2010). Researching fathers’ experiences may be useful in illuminating 
possible experiences underlying correlations between maternal and paternal PND. To 
enable further discussion on PND, it would be useful to consider how it is defined.
Postnatal Depression^
Definitional Issues
Postnatal depression (PND) is defined as any major or minor unipolar depression 
occurring within the first postnatal year (NHMRC, 2000; NICE, 2007). 
Symptomatically, PND appears similar to clinical depression (Boath & Henshaw, 
2008; NIÎMRC, 2000). PND often exhibits disabling symptoms of fatigue, insomnia, 
irritability, suicidal ideation, forgetfulness, anxiety, guilt, a lack of confidence and 
low self-esteem (Goldsmith, 2007). It can be differentiated from other mood and 
anxiety disorders associated with childbearing such as depression during pregnancy; 
antenatal and postnatal anxiety disorders; maternity blues and puerperal psychosis 
due to it’s prevalence, clinical presentation, time of onset and duration (Matthey, et 
al., 2003; NHMRC, 2000; Soliday, McCluskey-Fawdett, & O'Brien, 1999).
Postnatal depression is usually diagnosed using the Edinburgh Postnatal Depression 
Scale (EPDS). The EPDS is a ten item risk assessment questionnaire used as a means 
of identifying PND in mothers (Cox, 1994). Paternal PND has been identified as a 
statistically significant phenomenon (Bria, Pincombe, & Fedoruk, 2008) and the
9
For the purposes o f clarity, when the term ‘postnatal depression’ is mentioned in isolation, i.e. not preceded by 
maternal or paternal, it will be assumed that it is maternal postnatal depression unless otherwise specified.
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EPDS has recently been validated for use with men (Matthey, Barnett, Kavanagh, & 
Howie, 2001).
Amidst all the research, the term ‘postnatal depression’ remains problematic, not 
least because characteristically, an operational definition has not yet been established 
but, as a psychiatric concept, there is a discrepancy about the onset of PND 
symptoms between the DSM-IV and ICD-10 (Lee, 2004). The breadth of theoretical 
explanations for the etiology of PND includes genetic (Cooper, Murray et a l, 1996), 
biochemical and endocrine (Escribè-Agüir, Gonzalez-Galarzo et a l, 2008), 
psychological and social factors (RCOG, 2001). The lack of a clear operational 
definition of PND is what most literature have in common (Nicolson, 1998). As 
such, PND has been branded the ‘hidden depression’ because of its difficulty to 
identify and is therefore mostly underreported (Bilszta, Ericksen, & Buist, 2010).
Etiolosical factors
So far, etiological researchers have found little to support a biological cause for PND 
(Fletcher, 2010; NICE, 2007). Instead, epidemiological research has argued that 
psychosocial factors play an important role in the etiology of PND, particularly the 
level of social support available to the mother postpartum (Bielawska-Batorowicz & 
Kossakowska-Petrycka, 2006; Castle, Slade, & Barranco-Wadlow, 2008). Social 
support consists receiving help for the practical and emotional aspects of having a 
baby (Hiltunen, 2003). Symptoms of PND have been found to improve in women 
whose partners were emotionally supportive (Fletcher, 2010; Marks, Wieck, 
Checkley, & Kumar, 1996). In a meta-analysis of 26 studies. Beck (1996) concluded 
a lack of social support strongly predicted PND. These findings do not seem 
surprising considering social relationships are integral to people’s lives (Castle, et al., 
2008) and may alleviate stress (Everingham, Heading, & Connor, 2006; Fletcher, 
2010; Tammentie & Paavilainen, 2004).
Prevalence
PND is frequently cited as affecting 3% to 35% of women (Dennis & Hodnett, 2009; 
NHMRC, 2000) and 2% to 10% of men (Matthey, Kavanagh et a l, 2003; Matthey, 
Kavanagh et a l, 2000). It is possible that one in ten fathers have a partner
97
experiencing PND (Ly, 2010; Roberts, Bushnell et a l, 2006). Assertions that PND is 
twice as common in women compared to men (Escribè-Agüir, Gonzalez-Galarzo et 
a l, 2008) may have influenced the research focus on maternal PND over paternal 
PND (Pleck, 2010). However, considering evidence that men are significantly less 
likely to report their symptoms postpartum (Bielawska-Batorowicz & Kossakowska- 
Petrycka, 2006), it is possible there are more men who experience difficulties 
postpartum. In a meta-analysis of literature, Paulson and Bazmemore (2010) found 
the incidence of PND amongst fathers whose partners were also diagnosed with 
PND was between 24%-50%, suggesting prevalence rates had been underestimated.
Critique o f PND as a symptom based vatholosy
PND has been largely regarded in medical terms, possibly influencing a quantitative 
‘cause and effect’ research focus. As yet, there has been limited research on fathers’ 
experiences when their partners are diagnosed with PND (Davey, 2006; Paulson & 
Bazemore, 2010). Given the assertions of a correlation between maternal and 
paternal PND (Dudley, et al., 2001; Goodman, 2004a), considering the experiences 
of fathers at this time seems very important. Primarily because when the mother is 
diagnosed with PND, a ‘non-depressed’ father may be instrumental in supporting the 
family (Thombs, Roseman, & Arthurs, 2010).
The perception of PND in medical terms seems to ‘narrow’ an account for the 
complex family context in which it occurs. The transition to parenthood introduces 
huge adjustments occurring at a time of psychological and emotional vulnerability 
for the family (Chin, et al., 2011; Onodera, 2005). Simply considering the impact of 
PND on the person experiencing it may undermine the complexity and interactive 
nature of families. Crittenden and Dallos (2009) propose that Family Systems Theory 
(FST) and Attachment Theories (AT) together offer a compelling opportunity to 
conceptualise human functioning systemically and in functional terms, aside firom 
pathologising understandings. AT illuminates on issues such as cognitive 
development and identity inta alia and FST highlights complexities within family 
structures, dynamics and patterns of behaviour. A brief explanation of AT will be 
provided; FST is considered more in-depth due to its relevance in addressing the 
research question.
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Postnatal Depression and the Family System
Family Systems and Attachment Theory
Many theoretical frameworks have been utilised in understanding the roles of 
mothers and fathers within families^®. Matta and Carmen (2006) assert that the best 
way to understand experiences of mothers and fathers is to view them not as 
individuals but as a whole; systemically. The family is an interdependent system 
whose progress is reliant on the functionality of it’s members (Kerr & Bowen, 
1988). FST argues that families operate by maintaining an equilibrium in their 
‘idiosyncratic’ way of functioning; homeostasis (Kerr & Bowen, 1988). The family 
system can be understood in the context of it’s past, where interactions that maintain 
a homeostasis have been established (Bost, Cox, Burchinal, & Payne, 2002). The 
family system maintains homeostasis by reacting to disturbance and adhering to 
boundaries that allow or exclude influences external to the family; open and closed 
boundaries (Kerr & Bowen, 1988). The arrival of a new baby has been considered as 
disturbing the homeostasis of the family system (O’Hara, Stuart, Gorman, & 
Wenzel, 2002). The triangle that is mother, father and baby is described as an 
interdependent triad whose homeostasis relies on the functionality of each family 
member (Dallos & Vetere, 2005; Kerr & Bowen, 1988). Early parent-child 
relationships are important for the family system as they are closely related to the 
developmental psychopathology of children (Buist, Morse, & Durkin, 2003; Lamb, 
2010; Ramchandani, Stein, & Evans, 2005; Salkind, 2002 ).
The Attachment Theory (AT) has been consistently used to explain the emotional 
and cognitive relationship between the child and parents (Ainsworth, 1967; Bowlby, 
1969). Bowlby (1969) argued that primary instinct for safety and survival is an 
attachment behavioural system which encourages babies to seek, monitor the
availability of and maintain proximity to protective figures. According to AT, the
quality of the caregiver-child interactions will result in different patterns of
attachment styles (Ainsworth, 1967). Attachment styles are representations or
‘internal working models’ of the child and their interactions with others; relational
Families in this case is referred to as the modem ‘nuclear’, ‘isolated’ family that 
consists of the couple plus child triad, where reference is made to ‘whole family’ this 
refers to extended families of origin.
99
styles that are carried into adulthood (Crittenden & Dallos, 2009). For instance 
secure attachment styles are fostered in the context of caregiving relationships whilst 
insecure attachment develops in children whose needs are not met (Edhborg, 2009). 
Factors that may impact the mother-child attachment such as PND have been linked 
to insecure attachment in children (McMahon, Barnett, Kowalenko, & Tennant, 
2006; Murray, 1992).
Transition to parenthood
Transition to parenthood has been described as a time when relatedness and self­
definition come to the fore, requiring both parents to reassess their identity, 
autonomy, and close interpersonal relationships (Almond, 2009; Mercer, 1985). Sets 
and Burke’s (2000) Identity Theory (IT) proposes that integral to identity are the 
categories of self, multiple roles, meanings and expectations. An individual’s 
multiple identities are organised in a hierarchical structure based on the level of 
commitment and societal expectations attached to each identity (Katz-Wise, et al., 
2010). For instance, motherhood as an identity may be more salient to women 
compared to fatherhood for men because society may consider motherhood 
fundamental to women (Davey, 2006; Katz-Wise, et al., 2010). In this regard, the 
contemporary context in which people become parents is socially and politically 
embedded (Miller, 2010). Inevitably, it is likely that men and women have different 
experiences during their transition to parenthood.
The mother’s experience
Societal expectations of having a baby are synonymous with a joyous time. 
‘Motherhood’ is a word that implies a natural role assumed by women after their 
baby is bom (Almond, 2009). Family and friends usually indulge the new baby 
during a time when the mother may be experiencing the loss of an autonomous 
identity (Salonen et al., 2010). Any difficulties the mother is experiencing may be 
disregarded as ‘baby blues’; an early and transient low mood that eventually resolves 
itself (Bozoky & Corwin, 2002). ‘Baby blues’ is conveyed in the media as 
‘harmless’ and is often confused with PND, propagating the misconception that 
PND is ‘harmless’ (Hiltunen, 2003). Contrastingly, it is stipulated that women who 
experience severe ‘baby blues’ are more likely to develop PND (Beck, 2001). This
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may be because PND symptoms go unnoticed by the mother and her support 
network who believe the symptoms will resolve themselves (Bilszta, et ah, 2010).
The father’s exverience
The concept of ‘fatherhood’ is a product of societal interaction (Genesoni & 
Tallandini, 2009). The salient identity for fathers is usually as the provider for the 
family (Miller, 2010). During the transition to fatherhood men are likely to increase 
their work efforts (Astone, Dariotis, Sonenstein, Pleck, & Hynes, 2010). As other 
identities congruent with social and political expectations of fathers come to the fore, 
men are said to experience detachment, surprise and confusion about their fathering 
role (Chin, et al., 2011). Habib and Lancaster (2010) add fathers are more likely to 
have concerns about their financial, marital and psychological well-being postpartum 
(Habib & Lancaster, 2010). Longitudinal studies on mens’ emotional reaction to 
fatherhood pre and post partum found they had difficulties adjusting to the changes 
in their personal and professional lives (Barclay, Donovan, & Genovese, 1996; 
Draper, 2002).
Whilst it has been clarified that men preempt their approaching lifestyle changes 
during their partner’s pregnancy, not physically going through pregnancy may delay 
identity transformation process (Bradley, Boath, & Mackenzie, 2004; Draper, 2003; 
Finn & Henwood, 2009; Sjagren, 1992). Men are confronted with adjustment to 
many facets of fatherhood they feel unable to change, for example, their partner’s 
experiences of pain during pregnancy or childbirth, often leaving them feeling 
powerless and helpless (Barclay, et al., 1996; Genesoni & Tallandini, 2009).
Ferketich and Mercer (1995) add a difficult transition to fatherhood may influence 
'paternal role competence'; sense of mastery over family roles (Ferketich & Mercer, 
1995). Paternal role competence has been suggested as having a bearing on the 
fathers’ psychological well-being (Condon, Boyce, & Corkindale, 2004), given 
earlier assertions about the correlation between maternal and parental PND (Dudley, 
et al., 2001; Goodman, 2004a) and the importance of father involvement in all ages 
of child development (Lamb, 2010).
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Impact on child development
Mothers with a diagnosis of PND spend less time attending to their baby’s needs 
impacting the quality of the early mother-child interaction and may detrimentally 
impact on the child’s attachment and development (Hagen, 2002; McMahon, et al., 
2006; Murray, 1992). Studies show maternal PND has adverse effects on children’s 
cognitive, social, behavioural and emotional development (Albertsson-Karlgren, 
Graff, & Nettelbladt, 2001; Almond, 2009). Increasingly studies now show varied 
negative developmental outcomes for children when fathers are depressed (Burke, 
2003; Phares, Lopez, Fields, Kamboukos, & Duhig, 2005). A UK longitudinal study 
followed over 10,000 fathers and their children for up to three years postpartum. 
They found that children whose fathers were identified as depressed eight weeks 
postpartum had twice the rate of emotional and behavioural problems compared to 
children with non-depressed fathers (Ramchandani et al 2005). Children whose 
parents were both depressed faced significantly greater risk of developing emotional 
and behavioural difficulties than children with one depressed parent (Kane & 
Garber, 2004).
Imyact on the spousal relationshiv
Maternal PND occurs at a time when couples generally look to each other for 
support (Ellberg, Hogberg et a l, 2010). In a longitudinal study involving first-time 
fathers, Barclay and Lupton (1999) found that new fathers were particularly 
surprised by the amount of tension in the relationship postpartum. Roberstson (2010) 
has shown that when maternal PND is untreated, the couple experience a higher rate 
of marital difficulties and are twice as likely to divorce. Studies also show mothers 
risk recurrent depressive episodes in later pregnancies when PND is untreated (Beck, 
2001; Boath & Henshaw, 2008; Cooper, Murray, & Halligan, 2010).
Notably, the literature on the impact of maternal PND has mainly been quantitative 
(Thombs, et al., 2010). Mothers’ experiences postpartum have been given credence 
over the experiences of fathers (Bielawska-Batorowicz & Kossakowska-Petrycka, 
2006). Whilst other studies have argued the significance of maternal PND on 
familial relationships (Burke, 2003; Frascarolo, Rouyer, & Favez, 2005; Parke, 
McDowell, Cladis, & Leidy, 2006), these efforts seem undermined by the dearth of
102
research exploring fathers’ experiences when their partner has a PND diagnosis 
(Goodman, 2004a).
Critique of quantitative research on PND
Quantitative research on PND has been useful in validating diagnostic tools 
(Clifford, Day, & Cox, 1999; Gibson, McKenzie-McHarg, Shakespeare, Price, & 
Gray, 2009; Krantz, Eriksson, Lundquist-Persson, Ahlberg, & Nilstun, 2008), 
establishing PND prevalence (Bria, et al., 2008) and highlighting PND impact on the 
family (LaMonde, 2008; Ramchandani, O'Connor, & Evans, 2008). Quantitative 
studies however, have been criticised for being incomparable due to their variable 
prevalence estimates, inconsistent methods and clinical heterogeneity (LaMonde,
2008). No reviews have resolved the variability across the studies (Paulson & 
Bazemore, 2010).
Samvlins
Most sampling in PND research has been small and convenient causing difficulty in 
deriving definitive conclusions. Brownhill, et al., (2005) argues that low sampling 
might not be due to difficulties recruiting men but the limitation imposed by 
quantitative questionnaires. They conducted 10 focus groups with men and explored 
what it is like to be ‘down in the dumps’, and found a difference between how men 
reported depressive symptoms and how they experience them (Brownhill, Wilhelm, 
Barclay, & Schmied, 2005). They argued questionnaires might not be accessible to 
men (ibid).
Measures used
Another limitation waged against questionnaires has been their validity. Madsen and 
Juhl, (2007) explored the incidence of depressive symptoms using an integration of 
the EPDS and the Gotland Male Depression Scale (GMDS) and found that 7% of 
fathers had symptoms of PND that would not have been identified if either 
diagnostic tool had been used. PND questionnaires may not identify important 
symptoms that do not fit within their remit of measurement.
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Other criticisms levied against using questionnaires has been their heavy reliance on 
timing (Leonardou, Zervas, & Papageorgiou, 2009), yet depression in men 
postpartum seems to proceed the period in which a diagnosis can be made 
(Goodman, 2004b). The General Health Questionnaire (GHQ) has been criticised for 
lacking specificity, thereby creating ‘false positives’ (Leonardou, et al., 2009). The 
Beck Depression Inventory (BDI-I) was not sensitive enough to detect the more 
subtle symptoms often reported in PND, the BDI-II, which is arguably sensitive to 
levels of depression (Beck et al. 1996, Beck 2000) has not yet been validated to 
screen for PND (Leonardou, et al., 2009). Simply using questionnaires risks 
pathologising normal physical and psychological reactions related to child birth 
(Ellberg, Hogberg, & Lindh, 2010; Lee, 2004) and people are subjected to intrusive 
treatment.
Implications o f quantitative research
The critique highlights the paradoxical nature of quantitative research. Health 
Visitors (HV) and General Practitioners (GP) have argued diagnostic measures limit 
the management of PND; prioritizing antidepressants over actual support (Chew- 
Graham, Chamberlain, & Turner, 2008). This is perhaps why NICE (2007) 
guidelines prefer accurate prediction and detection of PND, leading to possible 
prevention and treatment rather than simply screening for PND. Screening for 
symptoms only in women postpartum singles them out for support (Everingham, et 
a l, 2006). Furthermore, without an understanding of fathers’ experiences, important 
information that may guide relevant clinical interventions may be lost.
Why is it important to talk to fathers?
Studies so far show the insidious effects maternal PND has on family systems. 
Whilst a focus on family systems provides alternatives to understanding difficulties 
encountered by families (Crittenden & Dallos, 2009), researching fathers’ 
experiences is overlooked (Madsen & Burgess, 2010). This study argues it is 
important to speak to fathers. Prevalence rates for maternal PND and consequently 
paternal PND are increasing, negatively impacting on childhood and potentially 
economic outcomes (Paulson, et a l, 2011). There are positive and encouraging
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findings on the fundamental role of fathers as a support for partners experiencing 
PND. Mothers experiencing PND receive more support from partners compared to 
professionals and other family members combined (Holopainen, 2002). Perhaps the 
question should be, can we afford not to speak to fathers?
Knowledse sap on fatherhood
Whilst the impact of PND on the mother has been considered in different contexts 
(Albertsson-Karlgren, et al., 2001; Bilszta, et al., 2010; Burke, 2003; Cindy-Lee & 
Chung-Lee, 2006), fathers whose partners are diagnosed with PND have been 
studied only as an aside to the mother’s experience(Dennis, 2010; McBride et al., 
2005; Tammentie & Paavilainen, 2004). Davey (2006) was only able to locate two 
studies that considered the qualitative experiences of men whose partners had a 
diagnosis of PND.
Eably and Wood’s (1999) Social Structural Theory (SST) argues a role, regardless of 
its origin enables the ‘occupant’ to develop psychological qualities and behaviours to 
accommodate the role. It is argued due to rising divorce rates and gender role 
changes such as women’s changing role in the labour market in the Western World, 
fathers have ostensibly rejected the idea of the ‘traditional’ father as authoritarian, 
disinterested, absent and emotionally distant for more egalitarian style of parenting 
such as being hands on, more involved and emotionally available (Finn & Henwood,
2009).
In adopting an egalitarian style of parenting, fathers have become the center of public 
concern and policy initiatives over the last 10 years, represented as the all 
encompassing co-parent who care, natures, is emotionally involved, participant in 
family life and domestic responsibilities (Barclay & Lupton, 1999; Finn & Henwood, 
2009; Lee, 2004). SST would explain how psychological and behavioural differences 
between men and women prior to the birth of the child, better prepares them for their 
roles as parents (Katz-Wise, et al., 2010), however, fatherhood takes on different 
connotations when the expectations of parenting are altered, as in the case of PND 
(Escriba-Aguir & Artazcoz, 2011). If we do not seek to understand the experiences 
of fathers, there is a risk of basing public policy and health services on outdated
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research that fails to engage fathers in a productive way (Forsyth, Skouteris, 
Wertheim, Paxton, & Milgrom, 2011).
Gender based differences
Emerging research now argues there may be gender differences in the way mothers 
and fathers experience depression postpartum. Escriba-Aguir and Artazcoz’ (2011) 
longitudinal study sampling over 769 women and their partners during and after 
pregnancy found couples were depressed between three to twelve months 
postpartum, after which, only the incidence of depression in mothers decreased. 
They explained that fathers depended on spouses for emotional support postpartum 
and mothers, on their fiiends (Escriba-Aguir & Artazcoz, 2011). These findings 
bring to the fore, a controversial notion by Bielawsk Escriba-Aguir and Artazcoz 
(2006) that maternal PND may be a factor in the etiology of paternal PND.
An earlier study by Everingham, Heading and Connor (2006) found differences in 
the couples' understanding of their PND experience. The women prioritised the need 
to have their emotional difficulties understood by their partners whilst fathers often 
misunderstood their partners’ emotional expressions. Everingham et al. (2006) 
observed that couples that communicated more had less conflict and more security in 
the relationship.
Father as a supportive resource
The greatest risk for women diagnosed with PND has been identified as the lack of 
support from their partner or close family fiiends (Hiltunen, 2003; Tammentie & 
Paavilainen, 2004). Social support fiom a father has been found to buffer against 
PND symptoms (Hiltunen, 2003; Misri, Ryan, & Mills, 2005). By increasing his role 
as caretaker of the child and by providing additional support to his partner, the 
importance of a non-depressed father should not be underestimated (Everingham, et 
al., 2006; Fletcher, 2010; Tammentie & Paavilainen, 2004). Fathers’ positive 
involvement with infants when mothers are depressed has been shown to reduce 
emotional and behavioural problems in later childhood (Chang, Halpem, & 
Kaufinan, 2007; Mezulis, Hyde, & Clark, 2004).
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Given the modest empirical support for a hormonal explanation in the etiology of 
PND (Hiltunen, 2003; Matthey, et al., 2003) and consistent findings for the 
importance of psychosocial factors (Davis, Davis, Freed, & Clark, 2011; Escriba- 
Aguir & Artazcoz, 2011; Ly, 2010; White, 2010) there are compelling reasons to 
understand fathers’ experiences of having a partner with PND and what impact this 
may have on their ability to support their partner.
Men and help seekins
It has long been established that men seek help less frequently than women do 
(Addis & Mahalik, 2003; Brownhill, et al., 2005; Cindy-Lee & Chung-Lee, 2006). 
Addis and Mahalik (2003) identified three main factors influencing men not to seek 
help; when the problem is salient to the man’s identity; different from others 
people’s problems and if help seeking risked friendships (Addis & Mahalik, 2003). It 
is argued that men’s attitudes towards help seeking are propelled by ‘hegemonic’ 
concepts of masculinity; ideals and notions of what it means to be a ‘real’ man, such 
as being tough, physical competence, competitiveness, not seeking help for medical 
and psychological problems and reluctance to express emotion (Eriksson, Salander, 
& Hamberg, 2007; Owens & Lee, 2002). ‘Hegemonic masculinity’ behaviours risk 
men’s health (Owens & Lee, 2002).
The economic costs o f not includins fathers
PND has been identified as one of the most common forms of psychiatric illnesses 
postpartum (NHMRC, 2000; Paulson, et al., 2011). It is estimated that 50% of cases 
are undetected in primary care settings (Adewuya, 2006; Almond, 2009). White 
(2010) emphasises PND may have inconsolable consequences on the family. In 
severe cases women are at increased risk of suicide (the leading cause of maternal 
death in England and Wales) and infanticide (Morrell et al., 2009). Economic costs 
of PND are suggested to approximate £35.7 million per annum (Petrou, Cooper, 
Murray, & Davidson, 2002). Arguably this is an underestimation given the current 
economic crisis, and that Petrou et al., (2002) did not include the cost of paternal 
PND in their calculations. Findings that fathers are significantly less likely to report 
their symptoms postpartum (Bielawska-Batorowicz & Kossakowska-Petrycka, 
2006) also indicate there may be more men experiencing difficulties postpartum than
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the local health services are aware. A study investing the psychological well-being 
of parents postpartum argued that PND is not a transient phenomenon, instead more 
fathers compared to mothers have persistent symptoms of PND (Zelkowitz & Milet, 
2001).
Current Study
Aims o f the research
The current study proposes there is value in speaking to fathers to explore their 
experiences of living with a partner diagnosed with PND. The focus will be the 
impact of maternal PND on fathers’ psychological well-being. Parenthood requires 
adaptation to challenging, demanding and unfamiliar roles (Dallos & Nokes, 2011). 
An adequate understanding of the impact of PND on the family life seems 
incomplete without an inclusion of fathers’ experiences. Understanding their 
experiences may be enlightening to professionals who are in contact with families 
postpartum.
Main Research Questions
With this in mind the following questions will be explored.
1. How do men experience the transition to fatherhood when their partner is 
diagnosed with PND?
2. How do fathers experience support from health services, when living with a 
partner who is experiencing PND?
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METHODOLOGY
Design
A qualitative approach
Research on the effects of postnatal depression has primarily been focused on the 
mothers’ experiences. There is a paucity of research on the experiences of fathers’ 
whose partners are diagnosed with PND. Given the sociocultural transformations of 
fatherhood (Shirani & Henwood, 2011) and alleged correlations between maternal 
and paternal PND (Escriba-Aguir & Artazcoz, 2011), there is a need to consider 
fathers’ experiences when their partner has a PND diagnosis (Meighan, et al., 1999; 
Paulson & Bazemore, 2010). Qualitative approaches are ideal for exploring complex 
historical, social and political factors that affect health and well-being (Bekker, 
Smith, & Cheater, 2011). Qualitative approaches have an invaluable capability to 
gain partial access into the subjective experiences of individuals (Camic, Rhodes, & 
Yardley, 2003). They may unravel the individual’s personal and social contexts in a 
way that can be informative to researchers and practising clinicians alike (Smith, 
Flowers, & Larkin, 2010).
Interpretative Phenomenological Analysis (IPA)
Interpretative Phenomenological Analysis (IPA) is a qualitative approach that 
interprets individuals’ experiences and perceptions of phenomena or events (Smith, 
et al., 2010). Integral to IPA’s philosophical underpinnings is that the meanings 
people ascribe to their experiences can only be understood through an interpretative 
process (Biggerstaff & Thompson, 2008).
Philosophical underpinninss ofIPA
Smith, Flowers and Larkin, (2009) argue that IPA is informed by three philosophical 
underpinnings; phenomenology, hermeneutics and idiography. These philosophical 
underpinnings will be briefly discussed to contextualise the epistemological 
framework and the methodology that is utilised in this study.
Phenomenology - the study of what appears to us; our experiences and perspectives 
of the world (Barker, Pistrang, & Elliott, 2002) has been a major contributor to the 
development of IPA (Smith, Flowers and Larkin (2009). Husserl (1859 - 1938),
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argued that personal experiences offer an accessible way to examine lived experience 
(Shineboume, 2011). Husserl’s idea was further developed to incorporate the 
importance of social, political and cultural environment in influencing individual 
perspectives of lived experiences (ibid). Similarly, participants’ complex, relative 
and sense making processes became the priority of IPA (Smith, et al., 2010). 
Hermeneutics - the theory of interpretation, was conceptualized by Heidegger (1962) 
as a prerequisite of phenomenology (Biggerstaff & Thompson, 2008). Hermeneutics 
places importance on the meaning ascribed to experience by the individual, arguing 
that through interpretation, only the analyst, can facilitate adequate understanding of 
the individuals’ experiences. Correspondingly, IPA suggests that analysts’ 
conceptions can access peoples’ phenomenology both via an interview and analytic 
process (Smith, et al., 2010). Smith (2010a) draws on the complex interactions 
between the interpreter and their participant, proposing that the interpreter is trying 
to make sense of the participants trying to make sense of their world (double 
hermeneutics). Integral to IPA is the idea that the interactive encounter between 
researcher and participant, influence the interpretations (Smith, et al., 2010). 
Idiography - is the focus of an investigation on the uniqueness of lived experience 
from the perspective of a small group of people, or indeed one person in a specific 
context rather than the traditional nomothetic approaches (Smith, et al., 2010).
Reasons for Choosins IPA
Whilst some quantitative studies have sought to establish the presence of PND 
symptoms in fathers (Bria, et al., 2008) and thereby heavily relied on a 
predetermined set of hypotheses, IPA’s idiography allows for the unveiling of 
phenomena that could add to already existing theories. Lee (2004) convincingly 
argued that unlike their female counterparts, paternal PND is not attributed to a 
medical model but the relationship between interpersonal, personal experiences and 
socio-cultural norms. The ability of IPA to draw on idiosyncratic experiences as well 
as shared experiences within the subculture of a group (Smith, 2004) makes it a 
suitable methodology in this case. IPA’s primary emphasis on learning from the 
individual (Dallos & Vetere, 2005) is consistent with listening to the views of people 
who use services (DoH, 2005).
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IPA v^ . Other Qualitative Methodolosies
The above account is not a testament to the infallibility of IPA as a methodology. In 
fact, IPA has been the recipient to many criticisms. One being its limited grounding 
in the philosophy and phenomenology of hermeneutics (Giorgi, 2010), which has 
been replied to (Smith, 2010). These back and forth arguments of the usefulness of 
IPA as a methodological approach seem representative of what Becker (2011) called 
qualitative researchers’ preoccupation with the epistemological basis of 
methodologies at the cost of the research question. Without falling into the same 
trap, an attempt will be made to explain why IPA was chosen over other qualitative 
methodologies.
The main task when deciding an approach was finding the methodology that 
adequately allows exploration of fathers’ experiences living with a partner diagnosed 
with PND. In this regard, the choice was limited to interpretative phenomenological 
approaches, specifically. Grounded Theory (GT) and IPA. Though similar to IPA, 
GT was ruled out because of its primary intention to develop a theory from it’s focus 
on the social process of human interaction (Glaser, 2010), a function that was not 
deemed necessary at this early exploratory stage of the research. Instead, IPA’s 
psychological approach focused on the immediate, here and now lived experiences of 
the fathers (Smith, et al., 2010) seemed a more appropriate methodology to address 
the research questions.
Participants
Recruitment
Participants were recruited through private and voluntary PND centers. Initially, 
after the National Research Ethics Committee granted permission to commence with 
the research, an attempt was made to recruit via an NHS Health Centre’s Health 
Visitors (HV) to no avail. Alternative sampling strategies were employed including 
seeking potential participants via voluntary services. Information about the study was 
distributed to voluntary services for fathers to access should they choose (Appendix 
1). The response was overwhelming. Indeed, it has been warned that mothers 
potentially serve a gatekeeping function when they are asked to convey research 
information to fathers (Costigan & Cox, 2001; Phares, et al., 2005). Reflectively, it
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seems clearer why approaching HV to identify mothers whose partners were 
potentially suitable for the study was not successful.
Inclusion and Exclusion Criteria
To ensure as homogenous a theoretical sample as possible, the following inclusion 
criteria were used.
1. First time fathers with a child less than two years. Research suggests that
fathers whose partners have a PND diagnosis may have a delayed 
expression of emotional difficulties within the first two years post partum, in 
some cases after their partners’ symptoms of PND have resided (Clark, 
2001; Condon, et al., 2004; Dudley, et al., 2001; Escriba-Aguir & Artazcoz, 
2011; Goodman, 2004a, 2004b). Also, research on transition to fatherhood 
suggests it is more challenging for first time fathers (Gage & Kirk, 2002).
2. Fathers cohabiting with a partner diagnosed with PND. This was to
essentially capture the fathers ‘lived’ experiences during this time. Research 
literature emphasises the likelihood of paternal PND especially when the 
cohabiting partner is diagnosed with PND (Dudley, et al., 2001; Goodman, 
2004a). Furthermore, the importance of social support within the 
relationship postpartum has been emphasised (Castle, et al., 2008; McVeigh, 
St. John, & Cameron, 2005; McVey & Tuohy, 2007)
3. Non-Clinical sample; Fathers who did not have a diagnosis of depression pre-
partum. It is well documented that psychiatric history, especially depression 
pre-partum is a strong predictor for difficulties in paternal PND (Dudley, et 
al., 2001; Escriba-Aguir & Artazcoz, 2011).
Sample size
Smith et al. (2009) recommend sample sizes of six participants as adequate for 
professional doctorates. Six participants all of whom met the above criteria were 
recruited. Table 1 below shows demographic information for the participants.
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Table 1: Participants
Pseud
onym
Age Ethnicity Interview Relationship
Status
Pregnancy Occupation
Dan 34 White British Telephone Married Planned Plumber
Stan 38 White British In person Married Planned Journalist
Joe 42 White British Telephone Married
Planned
Planned Business man
Tim 39 White British In person Married Unplanned Works in IT
Rob 38 White British Telephone Married Planned Works in IT
Ian 33 White British Telephone Married IVF Business man
Ethical Considerations
Informed Consent
All potential participants were given information packs explaining the research and 
detailing what their involvement would be, including a consent form (Appendix 2). 
Participants were given the option of either an interview in person or by phone. They 
were advised on how to contact the researcher to clarify or discuss any issues or 
concerns.
Confidentiality and Anonymity
Personal details of individual participants were not used to maintain their anonymity. 
Transcripts were anonymised and were only accessible to the researcher and their 
supervisor. Data from the interviews were stored in a securely locked cabinet, 
electronic transcripts were pin-coded, encrypted and handled in accordance with the 
Data Protection Act (1998). Participants were informed about confidentiality in the 
information pack, and how quotes from the transcripts would be anonymised. 
Participants were informed verbally about the limits of confidentiality with regards 
to risk to self and others.
Potential Distress
Participants were informed in writing and verbally prior to commencing the 
interview that that they could stop the interview process at anytime without question. 
Each participant was debriefed after the interview and given the contact details of the 
researcher’s field supervisor, a Psychotherapist agreed to be ‘on stand by’ for a 
follow up session with the participants, should the need arise
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Measures
Semi-structured interviews
To enable the interpretations and understanding of lived experience, research 
methods rely on collecting verbal data through interviews. The flexibility of semi­
structured interviews enables the researcher to follow up any emerging issues that 
may arise during the interview (Smith, et al., 2010). IPA assumes that participants 
respond to questions with information that is pertinent to them, so whilst semi­
structured interviews have an interview schedule, strict adherence is not a 
requirement should emerging data suggest more salient issues (ibid). This study will 
utilise semi structured interviews consistent with IPA, respecting the sensitivity of 
the subject and the choice of the participant to direct attention to issues most 
pertinent to them (Biggerstaff & Thompson, 2008).
Procedure
Constructins the semi-structured interview
The development of the interview schedule was based on the review of existing 
literature and discussions with research supervisors taking care not to unduly 
influence the schedule with preconceived ideas (Appendix 3). It is common that 
when a researcher embarks on a project they are aware of existing relevant literature 
(Brocki & Wearden, 2006). A semi-structured interview schedule was developed 
intended as a guide and with open questions to prompt the participants into having a 
discussion. Care was taken to ensure the interview schedule was a good basis for a 
conversation, not restricting or limiting participants’ expressed interests and placing 
them as experts of their experiences (Biggerstaff & Thompson, 2008; Brocki & 
Wearden, 2006). The interview schedule was useful in encouraging the researcher to 
consider the wording when prompting difficult and sensitive issues (Smith, et al., 
2010).
Interviews
All six participants were contacted over the telephone to arrange a suitable time, 
means and location to be interviewed. Two participants had time during normal 
working hours (9-5 p.m.), they were interviewed in person at the University of
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Surrey in keeping with the local NHS Trust’s lone working policy. The remaining 
participants were interviewed by telephone to accommodate geographical, work and 
family commitments. Interviews lasted between 40-60 minutes. All participants were 
reminded of the limitations of confidentiality. One consistent question about how the 
participants felt when they found out they were going to be a father was asked 
throughout the interviews as an ‘ice breaker’. Following the initial question, the 
interview schedule was used as a guide. The priority was to facilitate participants to 
tell their story. Interviews were audio recorded and notes taken, paying particular 
attention to the interviewers thoughts and anything that arose during the interview.
Debrieiins
After each interview was completed, the researcher took time to speak to the 
interviewees and reminded there was a therapist they could call if they wanted to 
speak to someone about any matters arising from the interview.
Data analysis
Guidance for data analysis followed recommendations by Smith (2010) and via 
research supervision. Compared to other methodologies, IPA does not seek 
objectivity using a detailed set of procedures (Brocki & Wearden, 2006). Instead, 
Smith et al., (2010) encourage creativity in the process of analysis, recommending 
moving from the descriptive to the interpretative. All six transcripts were analysed 
individually and in turn, following the same process as outlined below.
1. To familiarise with the data, the transcript was read a few times whilst listening to 
the audio recoding and then reread. Annotations were made in the right hand side of 
the transcript of any interesting use of language and conceptual comments made by 
the interviewee (Smith, et al., 2010).
2. Transcripts were then re-read and emerging themes were extracted and noted on to 
the left hand side of the transcript staying close to what the interviewee actually said, 
as commonalities between the interviews began to emerge and merge.
3. Emerging themes were listed chronologically as they appeared in the transcript.
4. The emerging themes were then compiled into clusters of similar patterns and 
connections to create superordinate themes.
5. Superordinate themes were matched with the emerging themes and their
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associated verbatim extracts from the transcripts to ensure the superordinate themes 
still reflected the participants’ words.
6. Corresponding superordinate themes from other transcripts were grouped to 
master themes.
7. A table of master themes and their sub themes was produced.
Credibility Checks
IPA acknowledges that qualitative data are constructed and can be interpreted 
(Smith, et al., 2010), therefore inevitably subjective. Subjectivity in interpretation of 
qualitative data has raised questions whether reliability and validity can be achieved 
as vigorously as quantitative research (Brocki & Wearden, 2006). To remove such 
doubt, the researcher followed Yardley’s (2008) guidelines to ensure an illustratable 
process of making the interpretations. By checking the analysis and validating the 
interpretations, triangulation of ideas ensures the research is not tainted by the 
researcher’s biases and assumptions (Dallos & Vetere, 2005). The researcher 
consulted with the research supervisor, field supervisor and a psychotherapist 
independent from the research. The researcher joined a qualitative research 
discussion group, facilitated by a lecturer in qualitative research. The group provided 
the opportunity to consider alternative research methods and provided a forum where 
IPA was discussed. Participants of the research were approached and requested to 
feedback on findings and interpretations. Four of the participants were phoned and 
the study’s findings were discussed. All participants agreed that the themes resonated 
with their experiences.
Self reflexivitv
To add to the transparency of the study, self reflexivity is recommended to illustrate 
consideration of how the author’s interests, values and assumptions influence the 
study (Elliot, Fischer, & Rennie, 1999; Smith, et al., 2010). IPA acknowledges that 
interpretation is a construct that is shaped and influenced by the encounter between 
the researcher and participant (Larkin, Watts, & Clifton, 2006; Smith, et al., 2010). 
Inevitably, it is possible that the researcher’s theoretical perspective and personal 
contexts influence their perspective on participants’ experiences. A reflective diary 
was kept throughout the research process to reflect before and after the interviews 
(Smith, et al., 2010).
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I am a 33 year old man and a proud and dedicated father to an 8 year old boy. My 
position conducting this study is as a trainee clinical psychologist, researcher and 
father. My pre and postnatal experiences of fatherhood will have some influence on 
my opinions regarding to fatherhood. When our son was bom, his mother was not 
diagnosed with PND, though the difficulties and challenges we experienced were life 
changing. Unfortunately, we separated within a year postpartum and I am now a 
single parent. As a clinical psychologist, I have an interest in researching men and 
their lived experiences. It is my view they are under researched. Whilst it may be 
viewed an advantage for a man to research other men in terms of familiarity, I was 
particularly concerned my own biases may compromise the analyses, validation and 
consequently the findings. I hope that I addressed this by being reflective with a 
female field researcher, research supervisor and using participant validation. It would 
be inconceivable however, to completely disregard the possibility that as a father, 
gender biases did not permeate the research.
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RESULTS
This section presents the interpretation of the master themes and their corresponding 
sub themes. Verbatim extracts of what the respondents said will be used to 
facilitate the analysis. Three superordinate themes were explicated (see table 2).
Table 2: Master themes
Master Themes Sub themes
1. Adjusting to the 1.1 The transition to fatherhood
unexpectedness of fatherhood
1.2 Helplessness of a partner’s symptoms of PND
1.3 She is not the same person; experiences of loss
1.4 Seeking an understanding of PND
Negotiating self, relationships, 2.1 Being a father, husband, provider and carer 
social networks and work
2.2 Fear and frustration of deteriorating quality in 
the partnership relationship
2.3 The paradox of needing support but not 
wanting help
Father as the implicit client 3.1 Men, masculinity and coping
3.2 She has her own support
3.3 Fathers’ experiences of professional help
11 In keeping with participant’s right to confidentially, changes have been made to verbatim 
extracts to make them anonymous
118
The themes are not exhaustive in covering all aspects of the fathers’ experiences, 
instead, they were specifically chosen due to their relevance to the research 
questions. The partiality and subjectivity of this account is implied as part of a 
double hermeneutic, the researcher trying to make sense of the participant trying to 
make sense of their experiences (Smith, et al., 2010).
1. Adjusting to the unexpectedness of fatherhood 
Overview
This theme focuses on fathers’ experiences before and after the birth of their child. 
The subthemes concerned the father’s reflections about their prospects of fatherhood 
and experiences prior to their partner’s diagnosis of PND. This is covered in three 
subthemes: the transition to fatherhood; the unexpectedness of PND and she is not 
the same person.
1.1 The transition to fatherhood 
When speaking about how they felt when they found out they were going to be 
fathers, all the men unreservedly expressed feeling positive and excited. None of the 
respondents considered facing possible difficulties after their baby was bom. Some 
men talked about being preoccupied by various practical preparations, others with 
their perceived role as a father.
“I was pretty much over the moon. Excellent. I was um, very very thrilled ... It was, it 
is something that I had been looking forward to for a long time” (Dan)
“we didn’t think there would be any problems ... we were busily preparing bedrooms 
and clothes and you know talking to Godparents and organising you know the things 
that need to be organised for the arrival o f the little one” (Joe)
It seemed that fatherhood was perceived to be a happy and exciting period in their 
lives. Some men went as far as to describe a utopia where everything would be 
perfect.
“ you seem to be on such a high that you don’t think and don’t want to think about 
anything that could be hurdles or negative you know, you’re just looking forward to
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this beautiful new thing arriving in your life and it being perfect and everything 
around you being perfect” (Joe)
In this extract, Joe gives the impression that even if there were information about the 
realities of parenthood, he would not have paid much attention to them because he 
was so excited about the pregnancy. Joe’s use of the word ‘high’, suggests perhaps a 
delirious state he was in and the literal stipulation if one is that ‘high’ there is a fall to 
contend with. Joe’s account gives insight into the way fatherhood may be 
constructed by society to be a joyous and at times magical moment. For other fathers, 
conception itself had been an emotional investment and seemed to add that extra 
value in the couple’s expectation.
“We had been trying for a while and we found, we found it quite difficult, and so we 
opted for IVF and we had I think on the second attempt o f IVF it worked, so yes we 
were both, we were extremely excited but I had to think about the responsibility of 
fatherhood” (Ian)
1.2 Helplessness o f a partner’s symptoms o f PND
This theme concerned fathers’ lived experience of their partner’s development of 
PND symptoms. All of the fathers spoke about not expecting PND. Four fathers 
spoke about the shock of witnessing their partner’s symptoms postpartum.
When speaking about PND during their partner’s pregnancy, most of the fathers had 
heard the term but none had anticipated it affecting their lives.
“PND, something that happens to other people...” (Rob)
“I’m just one of those people who thought it would never happen to me. You know 
I’ve heard about people being depressed and I thought what have we got to be 
depressed about?” (Ian)
There was a sense that the men struggled to conceptualise PND. Ian for instance 
seemed to think about depression in isolation of the arrival of the baby, a time that 
was synonymous with happiness. This thinking was more apparent in other 
reflections where the fathers seemed to completely refute the significance of PND.
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“Yeah, I’ve always heard about it (PND) but never thought; I always thought post­
natal depression, what a load of rubbish” (Dan)
There was a clear sense that the transition to parenthood was a positively anticipated 
prospect. However, the experiences that followed as the fathers witnessed their 
partner’s symptoms of PND seemed quite a disparity from what they were expecting.
“She left me a note, and you know she disappeared for a day telling me she was 
going to end it all, saying she’d had thoughts o f ending it all... all o f a sudden she 
handed the little letter and then upped and went, you know we had the police trying 
to track her mobile, and she said she was sat in her car, thinking about it, and so it 
was a huge wake up call, it was a massive shock!... It’s extremely difficult, it’s 
immensely difficult, one of the worst things that child birth brings, and I can see 
when women have it, I mean when people used to call it the baby blues, that is a 
mega understatement, because you know, it’s just, it’s horrendous basically”. (Ian)
The above extract gives a clear sense of the trauma experienced by fathers. Ian gives 
the impression that he had not anticipated an occurrence. Any prior understanding he 
had of PND seemed to be grossly underestimated. Most fathers used the term ‘baby 
blues’, it seemed their understanding of ‘baby blues’ influenced perceptions of their 
partner’s low mood.
“In my own mind uumm my strong willed wife was having a tough few months post 
birth, post natal, you know ‘baby blues’, it was almost the norm as opposed to ahh but 
that is specifically PND!” (Rob)
The surprise was apparent in the mention of PND instead of ‘baby blues’. PND 
seemed to carry more serious connotations for Rob, whereas ‘baby blues’ was 
understood as a normal reaction to childbirth. For one father, the diagnosis of PND 
seemed so unexpected they were uncertain about the validity of their partner’s 
symptoms.
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“I was to be honest a bit skeptical, I felt sceptical, I trust my wife, I think I may have I 
questioned her more than usual, to make sure she understood what was being said to 
her and not something that she had read in magazine or something”. (Tim)
L3 She is not the same verson: experiences o f loss 
This theme gives insight into the adjustment that the fathers were confronted with 
living with their partner’s PND symptoms. Fathers reported their partner’s 
personality changed, in some cases, beyond recognition. All fathers indicated sharing 
a good relationship with their partner prior to the birth of their child.
“... I couldn’t work out why, she was so focused before (pauses and sighs) and not 
focused now (pauses) and (she) wasn’t able literally to deal with things, things that 
were normal were forgotten about. That kinda progressed into something more and 
more and more and got prolific. It got to the point where she was just sitting on the 
end of the bed and crying and not being able to put her clothes on and I kinda, at this 
point thought this is something not right... this doesn’t look good, this is not my wife, 
that was not, not the real person anymore”. (Joe)
Reflecting on the change in their partners was very emotive for fathers. I was 
particularly drawn to how the fathers’ reflections conjured up images of ‘mute’ 
witnesses, powerless and bewildered. I sensed the burden this experience had for 
some fathers. Joe often paused and sighed deeply, as if he had experienced a loss or 
bereavement. There was a sense of confusion and uncertainty and attempts to ‘work 
out’ what had happened. Joe did seem powerless in his depiction of his partner’s 
symptoms. He described the insidious effects of PND symptoms on his partner that 
rendered him helpless. The shock of the whole experience is perhaps evident in Joe’s 
denial to accept that it was his wife behaving in this way. Perhaps this also explains 
the loss that Dan and Tim described.
“...it was just so bizarre to see her, I remember, seeing her just standing in the middle 
of the living room, with a couple o f options, a couple of decisions to make, very basic 
simple decisions and not being able to make them, you know, do I make a cup of tea, 
do I sit down or do I turn the telly on. Just standing there with steam coming out o f her 
ears and her brain not working....it was shocking (to see her like this)... whilst those 
drugs (medication) were kicking in, uhm, I was keeping a look, an eye out, I was
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watching her quite closely to make sure that nothing happens to the baby or herself’. 
(Tim)
For Tim, witnessing how his partner’s behaviour had changed invoked a heightened 
vigilance. This was salient for me; I wondered whether the function of his vigilance 
was protective or defensive against his partner. Somehow my expectation was that 
Tim might have been compassionate and reassuring to his partner. This highlights 
the extent to which the fathers are involved when their partner is experiencing PND, 
watching, uncertain and afraid.
1.4 Seekins an understandins o f partners ’ PND exverience 
This theme highlights the fathers’ experiences in their plight to understand the PND 
that had entered their lives. This theme was recurrent throughout all the interviews, 
as if the fathers had not really understood what PND actually was.
Rob’s account is dominant here, as it was more explicit and effective in representing 
a fuller explanation of the fathers’ experiences. At first, the diagnosis of PND 
seemed to provide a sense of relief for Rob.
“...to be told that PND is effectively a chemical imbalance, there’s not much you can 
do about it other than time and empathy and just behave in a certain way, then it made 
it easier to deal with” (Rob)
Time seems very relevant here, as was apparent in all the fathers’ accounts. ‘Naming, 
their partners’ prior behaviour as PND seemed very containing. It seemed to provide 
a sense of prognosis, a perceived end (time) to the difficulties. A diagnosis also 
seemed to be reassuring, perhaps confirming that their partner would change back. It 
seems diagnosis espoused more sympathetic reactions compared to prior to the 
diagnosis.
“...before PND was hardly mentioned, when part o f you thinks this is my wife being 
overly sensitive, overly selfish...” (Rob)
123
For other fathers, a medical understanding of PND seemed reassuring but only as a
medical condition. It seemed there was stigma attached to PND as a psychiatric 
condition.
“The way that I understood it was that PND is a medical condition, it’s a chemical 
imbalance in your body, its not just your mind going doolally (crazy), you know like 
other mental illness, so I don’t know whether that’s correct or but that is what I 
believed at the time, so thats what I mentioned to other people...” (Tim)
Tim expresses some doubt over his understanding, it seemed important to him that he 
believed it. An understanding of PND as a hormonal imbalance seemed easier to 
explain to others, suggesting perhaps that the stigmas of psychiatric conditions were 
not limited to him. Whilst the relief of a diagnosis was relevant to all fathers, the 
reassurance seemed short lived. The medicalised understanding of PND seemed to 
limit fathers’ considerations on how they could help.
“Apart from being there all the way through I couldn’t, nothing I said or could do that 
would actually have had any immediate impact on her, it’s a chemical imbalance so I 
guess the sense that helplessness but the willingness to help was there... well it’s an 
affliction that somebody can’t really do anything about it’s evil it it’s it eats you up 
it s cancer-like, it s not physical it’s not like a lump of cancer but what you’ve got 
you’ve got something that’s eating you up inside in a cancer format but it’s 
emotionally umm you know changing your makeup and how you go about being able 
to deal with things, it’s totally debilitating she was unable to do anything. And first of  
all I felt angry cross you know I felt you know I couldn’t do anything I couldn’t say 
anything there was no point in saying anything because it was forgotten about. Ummm 
you felt a bit useless because whatever you were doing or saying you were going over 
the same conversation again and again, the same problems again and again and again, 
you know you found it, I found it exhausting” (Joe)
In other cases, fathers’ initial medicalised understanding of PND began to have some 
mconsistences. These inconstancies seemed to arouse uncertainty and fear of 
permanency.
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“...umm and you know those episodes still reappear and Fm thinking bloody hell this 
PND hasn’t gone and Ericka is two next month and I thought this would go after a 
year !” (Rob)
As these inconsistences developed, fathers seemed to explore their own alternative 
hypothesis and understanding.
“...I thought hang on, what is this? When does her distinct personality end and when 
does PND kick in? So where is the dividing line? It’s all blurred and it’s very hard to 
differentiate. ...I don’t know if  this is PND or if  this is an aspect o f my wife’s normal 
personality...I don’t know, I don’t know whether I’m seeing aspects o f my wife’s 
personality through a prism or if  they’re just aspects that come about you know three 
years into a marriage with a two year old daughter?...when does the label get 
detached?” (Rob)
Rob’s account gives insight into how fathers seemed intimately attached to their 
partners’ experiences of PND. His difficulty demarcating his wife from PND 
suggests exposure to her symptoms, they became normalised. The prognosis of PND 
seemed to create an expectation that all symptoms of PND would disappear in time. 
Prognosis of PND seemed to serve a different function for other fathers, encouraging 
them to be patient. Perhaps explaining why Rob doubted his partner’s symptoms of 
PND later in her illness.
“ I felt that it (PND) was an additional stress to myself and I knew I was just going to 
have to get my head down and cope with it. I gave it year, I said ehhh not that I gave it 
a year, I knew that umm statistics were that within 12 months or so there are normally 
signs o f improvement, uumm, cause I knew I could cope with that, but say if  it was 5 
years or so with the issues and behavioural differences I thought that might have been 
quite difficult but I thought a year is going to go fairly quickly and I will knuckle 
down and cope, you know...” (Tim)
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2. Negotiating the self, relationships, social networks and work 
Overview
This superordinate theme illuminates the fathers’ experiences in their changing sense 
of self, as a father, in their relationship and friendships. The term ‘negotiated’ was 
specifically chosen to emphasise the interconnected multifaceted roles fathers 
encountered and were tasked to adjust postpartum.
2.1 Beins a father, husband, provider and carer 
The focus of this theme is on the conflict experienced by fathers in their attempts to 
reconcile being the sole provider, fatherhood and caring for their partner. Most of 
the extracts are drawn from Ian’s account as it best illustrates the chronology implied 
in other fathers’ accounts. All of the respondents used the phrase ‘hands on’ to 
describe what type of fathers they wanted to be. This was understood by the fathers 
to be an involved and active role in childcare.
“I always from the start, tried to be a full hands on dad, so I constantly, I change 
nappies, I do milk for them, I know how everything runs, because I know, I’ve known 
Dads who aren’t as hands on Dads, and when they’re left with the kids it’s a panic.” 
(Ian)
Being a ‘hands on’ father seemed very important to all the fathers. The fact that they 
all used that term ‘hands on’ may provide some suggestion to its prevalence within 
the societal discourse they are embedded. Ian introduces an extension of being ‘full 
hands on’ compared to other fathers who were just ‘hands on’, an attempt perhaps to 
distinguish his efforts from the already common ‘hands on’ participation by other 
fathers.
“I have to work, because you know my wife was not able to work, to return to work, 
that’s caused financial difficulties in itself but I absolutely love my job, which is a 
rarity, do you know what I mean, that someone loves their job, everything was going 
swimmingly with my job” (Ian)
‘Having’ to be at work, indicates the additional financial pressures imposed on the 
family. For the fathers, their responsibility to provide for their families seemed very
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important, as did being involved in raising their child. Reconciling the two seemed 
especially difficult given their partner’s diagnosis of PND. All fathers spoke about 
the challenge of working, caring for their baby and their partner.
“Umm, I don’t know, it was just a hard, extremely hard, difficult, stressful time, do 
you know what I mean? I think that was it, do you know what I mean? Just, it was 
like, I was getting. I’d have the baby, I was getting huge help firom her parents, but I 
had the baby, my job, I mean, I took time out fi-om work for a bit, for about a week or 
so, umm, yeah, so no, it was an extremely difficult, stressful worrying time, do you 
know what I mean? (Ian)
“I want to be there so much but by the time that I get home. I’m knackered, by the 
time that you know, and then obviously she’s tired, and the baby is in bed, you just 
fall asleep.” (Dan)
It seemed the fathers experienced difficulty finding time to spend with their family. 
If time was found, it seemed it was created at a cost of work and perceived desperate 
circumstances, as in Ian’s case. There was a sense of chaos; uncertainty, fear and a 
focus on the pragmatics in order to survive this seemingly difficult time. When Ian 
was speaking, it conjured up thoughts of a non-swimmer trying to stay afloat. This 
raised questions about the quality of childcare if both parents did not seem 
emotionally available. There seemed to be consequences of maintaining these 
multifaceted roles. Fathers expressed feeling guilty and tried to hide their feelings 
fi*om their partner. Fear perhaps, of adding to the problem instead of resolving it.
“...I had this feeling of just a massive black cloud over me, and I couldn’t fathom out 
why, got to the point where I was getting upset, tearful, and being down and 
depressed, and that then, I hid it because that would have had an impact on Mary, she 
couldn’t handle me, because she was trying to get better herself and she, she couldn’t 
handle me being depressed as well” (Ian)
There seemed a sense that adjustment to the new roles as a father was challenging 
given their partners were unwell. If their child also became unwell, which is not 
unusual for newborn infants, it proved particularly challenging.
127
“I wasn’t sleeping and when my child was ill that was another thing, when my child 
was keep having the seizures and my wife was being affected by this and therefore 
depression was really getting a grip of her on this I actually didn’t sleep. I actually had 
cameras in my bedroom on my child’s bed and I literally slept two or three nights two 
or three hours a night and with all of this going on you know at some point I thought I 
was going to go mad from sleep deprivation so I had to go and see a doctor about you 
know taking some pills to get me to sleep and it took me a while to get back into a 
sleep pattern and then to kind of chill out about the whole thing”. (Joe)
Some fathers reflected on the challenges they faced in comparison to their own 
experiences of being fathered, or indeed their father’s parenting style.
“ I thought that it (fatherhood) was going to be easier than it is, my family, my father 
was kind of ah what you call an old father in a way, he’d worked and mum my did all 
the looking after the kids. Now I did everything, Umm, I don’t know, I said to my 
wife very early on, I said look, I want to be hands on here. I kinda regret saying that, I 
could have had quite a cushy life o f going away for weekends with my mates and 
things” (Tim)
There seems a sense of difficulty maintaining aspects of a social life postpartum. It 
appeared important for fathers to maintain their previous social networks, perhaps 
illuminating the importance of occupying and maintaining multiple identities. It is 
interesting that Tim perceived being ‘hands on’ with his child is what has intervened 
fi-om achieving a social life.
2.2 Fear and frustration o f deterioratins quality in the partnership 
relationship
This theme allows insight into the fathers’ experiences of conflict in the partnership 
relationship. The fathers described feeling a shift in hierarchical structures within the 
family unit, leading to deterioration in the quality of the partnership relationship. At 
the top of that hierarchy was the baby and for some fathers this was at the cost of the 
relationship.
“now I didn’t think that we would be able to have a young child and wanting to 
maintain our old existing lifestyle. But this is too much now, it is a challenge, I say to
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her (his partner) you’ll be fine, Liz (daughter) can sleep in the car going up, she can 
sleep in the car on the way back this is somebody I haven’t seen for fifteen years and 
her approach would be, you’ve got to understand Liz needs her sleep and if  we don’t 
give her a sleep at home then we pay the price a two days later which used to be that 
case but I don’t know, I don’t know whether she was thinking about the relationship” 
(Rob)
For three fathers, the shift in hierarchy seemed to impose a threat to their position 
within the family system. Talking about confrontation, Tim described what seemed 
like a tug of war between being understanding and supportive and engaging in the 
argument.
“ When she got angry at me, it ‘ok’, I would tell myself its not her, it’s the PND 
talking... a couple o f times I did give some back (argument) just to make the point that 
I couldn’t just sit here and take it...” (Tim)
It seems the above extract was in retaliation to a threat to his sense of position in 
the relationship, as implied by the statement “Just sit here and take it”. Tim’s 
intention to “make a point” seems an assertion of his position of power in the 
dyad. Other fathers seemed to express anger and frustration, making some 
reference to the impact the arguments could have on the relationship with their 
child.
“...dealing with how angry one can or could get because you know in some respects 
you’re dealing with someone who is going about things in a completely muddled up 
way and it’s bloody annoying... she put herself in a predicament between the child and 
me when there wasn’t any need to and so therefore arguments started to occur and I 
couldn’t work out why” (Joe)
The deterioration of the relationship was more noticeable for fathers who 
questioned and in some cases feared the survival of their relationship.
“I mean it’s been really tough and because I am pretty thick skinned and can take 
things in my stride and I’m an optimist and my wife you know was sometimes a bit 
cynical, a bit of a pessimist you know, I handled it and when we were at the lowest
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lows, god you felt bad for a day and felt oh my god this is not going to last this 
relationship.” (Rob)
“.. .there were times after when she was extremely stressed and we nearly split up over 
it” (Ian)
Fathers described sexual intimacy as very important. They explained feeling rejected, 
and fearing the end of their relationship because of the lack of closeness and sexual 
intimacy. This seemed especially frightening for fathers in the context of an already 
deteriorating partnership relationship.
“...she just lost her libido, I mean totally, and it was not you know and also by having 
children as well in your life that that always has a part to play in it but couple that with 
the pills and potions, the closeness or the time to be close and the affection umm 
disappeared” (Joe)
There is a sense this was unexpected by Joe. The phrase “I mean totally” and later, 
“disappeared” perhaps indicates that Joe is trying to make it clear the level to which 
the intimacy has deteriorated. Other fathers were more explicit about the impact that 
deterioration in their sex life had on them.
“...your sex life can dry up.... now I can live with that it doesn’t drive me bonkers 
anymore but as a as an aspect of you know a young married couples life, you think ok 
that’s not a good sign and the wider tensions that PND or whatever my wife has been 
going through have on you and the relationship sometimes you think bloody hell this 
is really bad I can see how one in three get divorced (laughs).” (Rob)
The above extract gives the impression the lack of sexual intimacy once had a huge 
impact on Rob; “doesn’t drive me bonkers anymore”, suggesting it once did. There 
seems to be a sense of insecurity and a fear about the future of the relationship. The 
statement “ ...PND or whatever my wife has been going through...” illuminates the 
seemingly unsympathetic outlook and fear that may develop. So much so that Rob 
conceives why divorce is understandable under such circumstances. Rob was not 
isolated in this regard; other fathers explained the frustrations inherent in the lack of 
sexual intimacy.
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“...put it this way, you’ve got a wife who’s not communicating or being able to deal 
with life in a normal manner, not into sex and a lot o f men would go ‘Oh sod this I’m 
going find someone else or get attracted to someone at the office or whatever so you 
know...” (Joe)
2.3 The varadox o f needins: support but not wantins help
When speaking about whom they informed regarding the difficulties they were 
experiencing, the fathers explained they did want help but not fi-om their family and 
fiiends. The decision not to tell family and fidends was described by fathers to have 
encouraged secrecy and discretion. Some fathers seemed concerned their families 
would not understand PND.
“When we finally told them, because I couldn’t hide it any more, she couldn’t work 
out why her daughter-in-law could be so useless. She said sort o f you know incapable 
and incapable in every aspect so she’s never understood it and still doesn’t understand 
it today and you know if you speak to her about it her eyes just glaze over and say you 
know ‘I don’t understand it (PND) so pull your socks up... But uumm I got rather 
overprotective and over worried about about her and in that respect fuelled the fights 
with family even more.” (Joe)
The above extract allows insights into the potential stigmatising experience the 
family are susceptible to, from close social networks. It seems apparent Joe’s 
attempts to defend his partner and validate her experiences caused conflict, 
perceivably, jeopardising support networks. There was a sense for some fathers that 
difficulties experienced postpartum were intimate, and secrecy had to be adhered to.
“We didn’t tell them straight away Susan doesn’t have a lot of family she is close to, 
ummm, say there is my family and they can be a bit of a problem about what is 
making her feel bad. So it wasn’t straight away, so I was making excuses up, to make 
avoid different things, avoid seeing them and everything else, Umm so it was a case of  
eventually we did have to say because they were hearing excuses of this that and the 
other, so I told my mum...instead of helping us she blurted it out to everybody 
else.. .it felt like a breach of trust” (Tim)
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There is the impression it took some effort for fathers to keep their partner’s 
diagnosis of PND from family and friends. This effort meant keeping family away, 
subsequently meant fathers had no support for themselves. This highlights the 
potentially ostracising experience of having a new baby and no one around for 
support and help. Other fathers waited for their difficulties to subside before they 
could allow family and friends in their homes.
“but only after it (PND) was diagnosed and after effectively we had gone through 
uuumnun, Uuh, the therapy sessions and things had calmed down. So I remember it 
wasn’t until about, the baby was bom in the April, I remember it wasn’t until about 
June my wife really really stmggled with the prospect o f spending time with my 
family, my side o f the family really really didn’t want to which I found really hard to 
take I’d say it’s only half an hour up the road we could be there for an hour and come 
home again and she really really didn’t want to do that and that’s really I think before 
the emotional rollercoaster o f having given birth and dealing with a young baby was 
specifically identified as PND, we thought it was all, it can be like this and it probably 
wasn’t until the October a good five or six months before you know this PND was 
mentioned.” (Rob)
The predicament in waiting to tell family is best illustrated above. It seems not 
telling their family until their predicament had improved meant fathers could have 
waited a long time for support. The period between their partner developing signs 
and symptoms of PND; diagnosis and alleviation of symptoms was lengthy without a 
social support network. In other cases, two fathers reported wanting to give the 
impression they were in control, as if receiving help was admitting failure.
“Friends? No, I didn’t tell anyone. Not at all. Once I sought out help and started 
getting, I told a couple of friends, close friends, but no one else, no. Just those 
friends and that’s it!” (Ian)
Needing support was indicated in the fathers’ reflections about what they would have 
changed to make a positive impact on their lives when their partner had PND. 
Support, was the most reoccurring emergent theme.
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“In hindsight I would have thrown money at the problem and had somebody here 
helping out every day if  only to give my wife more sleep and rest and to de-stress 
who’s going to cook the meal who’s going to kinda wash up? And who’s going to tidy 
the house? That’s the main thing” (Rob)
It seems clear there was a requirement for some support. It appears that even in 
hindsight, family and friends were not considered a usefiil resource in this regard. 
Other fathers reflected on the need for extra support, perhaps regretfully.
“When we have number two, hopefully we’ll have number two, you’ve just got to 
have a doula or somebody around who could help you and we didn’t” (Ian)
For others they could get extra support.
“Well we were lucky enough to afford it, with and I had to be very flexible with my 
business and also I got two people in to help.... well one was a Philipino a family sort 
of Philipino housekeeper who was great with children and then we basically had 
someone else when she wasn’t here, which wasn’t all the time to do exactly the same 
sort o f thing so I was able to draw on support for someone to be in the house when I 
wasn’t at home” (Joe)
Joe makes an important point about being able to afford help, owing the question 
about what the fathers who could not afford the help do in similar circumstances? 
Rob best explained the paradox of needing support but not wanting help. There 
seemed a clear need for an “extra pair” of hands but not from the family, perhaps 
relating to his partner’s diagnosis PND.
“I suppose one aspect of PND is having too many people around.. I think.. I don’t 
know if it’s specific to PND but certainly when you have your first child you’ve got a 
young baby around, sometimes it’s that extra pair of hands that helps is a massive 
benefit but sometimes just having all those people in the room is the last thing you 
need particularly if  they are cooing all over the baby and you just need some rest or 
want to be on your own” (Rob).
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3. Fathers as the implicit clients 
Overview
This superordinate theme considers fathers’ attitudes towards coping and 
professional support available to them. There was a strong perception on coping as 
men. Regarding support, it became evident that even when their partner’s symptoms 
seemed to improve, the fathers remained highly vigilant. All fathers identified the 
potential underestimation of men impacted by PND, some tried to form groups, 
others expressed feelings of abandonment by professionals.
3.1 Men, masculinity and covins 
Fathers described various emotional and psychological difficulties in their 
experiences living with a partner’s PND. There was however, a sense that they 
should be able to cope and contain their feelings, representative perhaps of 
emotionally avoidant style of coping.
“...being ex-army I was always have these sorts of, just deal with it. get a grip, just 
deal with it, so that’s probably why for a hell o f a long time I didn’t do anything about 
itj lust deal with it. I was just highly stressed, it was just a case o f vou have to be 
strong for the both o f you, so I just nut mv head down, got on with it. but it was 
extremely stressful, and I remember being in tears in front o f the family at one point, 
and then you know, then you get a grip o f vourself and carry on” “ (Ian)
Ian drew from his previous army experience to emphasise his mental agility. I made 
note (underlined above) of what sounded to me like rehearsed scripts that have to be 
adhered to. Ian makes many references to words like ‘just’, ‘have to’ inta alia 
suggesting a stringent and perhaps forced coping, leaving little room to 
accommodate alternatives. Interestingly, this was not unique to Ian. Rob draws 
interesting contrasts where ‘help seeking’ is perceived as a weakness.
Rob: “I can see how one in three get divorced (laughs) and you kind o f you know we 
talked about going to Relate”
Interviewer: “Ok, and did you go to Relate”?
Rob: “we didn’t for various reasons more because it’s a subconscious sign o f defeat”
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I was intrigued as Rob conceived the possibilities of marriages divorcing because of 
the marital dissatisfaction within relationships when a spouse is diagnosed with 
PND, yet, being seen as being defeated therefore seeking marital help seemed a 
worse outcome to him. Amidst what seemed very challenging and emotionally 
taxing situations, fathers seemed convinced that they should ‘just get on with if; 
‘carry on’.
“I should just get on with it really and not dwell on it, I am a typical male in that 
respect I am pretty philosophical about it, I try and find solutions instead of dealing 
with the problem. (Tim)
Joe, who later acknowledges that he was depressed, did not initially appreciate his 
own difficulty.
“...my wife was being affected by this (child’s illness) and therefore the depression 
was really getting a grip o f her on this, I actually didn’t sleep, I actually had cameras 
in my bedroom on my child’s bed and I literally slept two or three nights two or three 
hours a night and with all o f this going on you know at some point I thought I was 
going to go mad from sleep deprivation so I had to go and see a doctor about you 
know taking some pills to get me to sleep and it took me a while to get back into a 
sleep pattern and the to kinder chill out about the whole thing”. (Joe)
Joe describes his partner’s depression as worsening, then goes on to discuss what 
seems like a harrowing experience, lack of sleep and constantly being vigilant over 
his child. Joe seems to negate the possibility that the lack of sleep could be a 
consequence or a contributor to other psychological difficulties. Instead, his visit to 
the GP results in a prescription of sleeping tablets. Joe’s coping mechanism in this 
case was to “chill out about the whole thing”, seemingly controlling himself from 
what seemed like plausible reason to feel distressed. It may also give insight into 
how difficult it was for the GP to detect symptoms of depression.
“ ... family and friends, telling them?! No! I’ve got friends. I’ve got, you know, a 
fair amount o f friends. To admit I’ve got a problem to them, probably no. I like to 
keep myself in hand” (Dan)
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All the fathers had insight into the possibility their situation could extend to other 
men. They described feeling marginalised by services and the lack of support groups 
for fathers. Whilst being aware that men are generally reluctant to open up to others 
they acknowledged the benefits of doing so.
I think, to be honest, I think there’s more blokes out there than possibly, possibly this 
country ever thinks about who’s depressed, there’s a lot of blokes out there that don’t 
want to turn to people because they just think it’s weak or any anything else (Dan)
“Well I only met once I think as a group we only met once but the very act of doing it 
and having a third party and another lady who is a health worker there spell out in a 
neutral way everything, when the message the same more or less the same message 
about this is what it is, this is PND, this is what can happen etc etc came from my wife 
more often then not in a kind of stressed state and an emotional state, it was I suppose 
with hindsight a good validation of bits and bobs o f information about PND I had been 
picking up along the w ay...” (Rob)
3.2 She has her own support 
This theme focuses on the fathers’ experiences when their partner’s symptoms were 
improving. Four out of the six fathers spoke about their partner’s social support 
network that seemed separate fi-om theirs. There seemed to be a switch in behaviour, 
as their partners began to access social networks, the fathers seemed not to have a 
social network.
The only thing she has, realistically, she talks to obviously her fi-iends, she just has a 
little chat with the girls up there then sort o f half hour later she’s all fine and dandy 
again, so she’s got support in that way, and obviously the PND group that she attends. 
(Dan)
In response to a question about why Dan did not talk to his family and friends about 
his experiences, he replied:
“Because this is something that is going on in my household, I live with it and I kind 
of support m yself’ (Dan)
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Four fathers gave an account of feeling they had changed, having to be cautious and 
“looking out” (Tim) to see whether their partner’s symptoms would return. It 
appeared that during this time their partners were beginning to find their confidence 
and the fathers were loosing theirs. None of the fathers who expressed this reported 
talking to their partners about it. It seemed as if the spousal couple were not 
communicating.
“I think all the stress knocks your self confidence and I know I look after my daughter 
and it’s been a pleasure and you know my wife goes riding four days a week five days 
a week and 99% of the time I am the one at home looking after my daughter, it’s fine, 
it’s a passion for my wife it’s her release and she can do it but I think subconsciously 
it has dented my confidence or rather it’s, it’s probably maybe a bit more sensitive 
towards the way in which I need to arrange things with my wife for fear o f getting 
your head bitten o f and nobody wants to be in that kind of relationship, so I suppose if  
that’s the best way to work with my wife you know I love her to bits, she’s absolutely 
fantastic but you know it kind of makes you ultra sensitive and ultra cautious and 
that’s not really me you know I’m, I’m a shoots from the hip and spontaneous and 
enthusiastic kind of guy...” (Rob)
In the above extract Rob talks of a changing sense of self from being a “spontaneous 
and enthusiastic” person to having little confidence. It seems that Rob felt he was 
being supportive to his wife who was recovering from a horrible experience. What 
did not seem relevant to him was that perhaps he was headed toward the same 
experience. Feeling the need to be cautious about their partner’s symptoms of PND 
seemed to preoccupy the fathers from noticing their own difficulties.
3.3 Fathers ’ views on professional help 
In this theme, fathers gave an explanation of support available to them as a family or 
as individuals from health services. All fathers would have liked information. Three 
fathers experienced being sidelined by the Health Visitor (HV).
“I think options, treatment, and information would have been helpful, what it is all 
about. It would have been interesting, what is postnatal depression, what does it do, 
what can it do, why does it do that? These are, and you know, given the symptoms, 
these are the things that you know, could certainly have a go at trying to help you with
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it. These are the options that we can give you, have a look at the options, and what 
options would you like?” (Dan)
Being given options and having a choice seemed important for Dan. He gives an 
impression that he may have run out of ideas when his partner was experiencing 
PND. Underlying in Dan’s account, as in all fathers was they would have liked to be 
involved in the services that their partner received.
“...it was very much, I do remember her (Health Vistor) coming, once she may have 
come more than that you know, she just wanted to find out the weight o f the child if  
she was the right colour blah blah blah as in yellow not yellow you know all those 
kind of things to check for but there was no kind of discussion of you know coping or 
not coping or lets say pitfalls or hurdles that you may have been having. It was very 
much great well Fm glad you’re both well and happy and the child is healthy” (Joe)
The use of the words “blah blah blah” perhaps indicates the relevance Joe felt the 
HV’s visits to the home were. He expressed an assumption made by the HV that they 
were “both well and happy”. During the interview I noted in my diary 
‘powerlessness’, I wondered whether Joe felt powerless to approach the HV and 
raise any concerns. Would any question about coping have ‘allowed’ Joe the 
‘opportunity’ to discuss his concerns further? Something that Tim’s experience 
seems to address.
“Everything she did with the baby she thought that she was wrong and everyone is 
looking down on her disapprovingly, she doesn’t feel she is a very good mother...it 
was very awkward because not wanting to bring the subject up and everything else, I 
was very relieved when umm the health care worker brought it up herself. It made it a 
lot easier because she asked about it and I could turn around and say no, I could 
actually say no she is (depressed) it made it a lot easier, it gave us the ability to breach 
the subject than maybe my wife thinking that I was judging her as well, it was it 
knowing how to approach the subject with her...she may have thought that I was the 
one doubting her, thinking that I was disapproving of her as a mother and stuff like 
that, but it wasn’t like that, I was being an over caring husband” (Tim)
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It seems the fear of bringing up concerns may have been motivated by being caring 
enough to consider how they might be received by their partner, who was evidently 
low on confidence, to care for their child. This seemed very thoughtful of Tim; yet, it 
still left him in a dilemma, powerless to do anything. The HV’s intervention seemed 
very timely for the couple; however, they were fortunate to have a HV bring it up in 
the first place.
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DISCUSSION
The results of the current study are going to be discussed in relation to the research 
questions and the literature. The research questions were:
1. How do men experience the transition to fatherhood when their partner is 
diagnosed with PND?
2. How do fathers experience support from health services, when living with a 
partner who is experiencing PND?
The majority of subthemes addressed both research questions. It was evident the 
fathers’ experiences were complex, diverse and intertwined within and between 
subthemes. To afford more clarity, explicit sub headings of the fathers’ experiences 
will be provided and care taken to ensure the findings are signposted within the 
perceived relevant research question. Whilst most findings in this study support 
earlier work done elsewhere. Interpretative Phenomenological Analysis (IPA) 
reserves that unexpected themes may emerge from the process of analysis (Smith, et 
al., 2010), therefore new literature may be discussed. Methodological issues and 
areas of fiiture research will be considered including implications for practice 
implied by the findings and a reflection of the study.
When a couple become parents, they encounter differentiated roles and identities 
within their family, usually they revert to traditional roles where the woman does 
more childcare and the man does more paid employment (Gjerdingen & Center, 
2005). Joint decisions about parenting (Onodera, 2005), paternity leave, childcare 
availability, financial stability, and social role expectations (Katz-Wise, et al., 2010) 
have been explained to contribute to depression in men postpartum. Whilst the 
transition to parenthood requires some challenging adjustments for men (Buist, et al.,
2003) in most cases parents successfully adjust (Genesoni & Tallandini, 2009). This 
study will show that a mother’s diagnosis of PND complicates the transition to 
fatherhood by introducing even more challenges to contend with, primarily, paternal 
role attainment; quality of social support; gender role strain; differentiation of 
household and childcare tasks; loss of intimacy and affection.
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How do men experience the transition to fatherhood when their partner is 
diagnosed with PND?
Adiustins to the unexpectedness o f fatherhood.
The subtheme ‘transition to fatherhood’ explicated the respondents’ experiences of 
becoming a father. All respondents reported feeling happy and excited at the 
prospect of becoming a father, in accordance with other research findings (Chalmers 
& Meyer, 1996). The findings seem to support the Identity Theory (Stets & Burke, 
2000), explained earlier in the introduction. During the transition to parenthood, the 
psychological change that occurred for the respondents seemed to be centered on 
‘doing’, providing a suitable environment for the arrival of the baby; work salience 
(Forsyth, et al., 2011; Katz-Wise, et al., 2010).
The findings in the subtheme ‘the unexpectedness of a partner’s symptoms of PND’ 
highlighted how fathers had not anticipated complexities postpartum. The study 
revealed that all the fathers witnessed their partner’s deteriorating mental health, 
some had normalised it as ‘baby blues’. Witnessing the severity of their partner’s 
symptoms, fathers reported feeling shock, trauma, fear, frustration and helplessness. 
Forsyth et al (2011) assert how fathers are accurate witnesses of their partner’s 
depressive symptoms. Byce, Condon, Barton and Cockingdale (2007) suggest a lack 
of antenatal information may contribute to fathers’ feelings of helplessness 
postpartum. Meighan, et al (1999) found in all their interviews, fathers vividly 
recalled experiences of a partner’s PND in the last 11 years. These findings provide 
insight into the severity and the impact this experience has for the fathers.
This study found that fathers were very keen to understand their partner’s 
experiences of PND, an aspect reflected in other studies (Cindy-Lee & Chung-Lee, 
2006; Everingham, et al., 2006). Interestingly, it seemed the fathers’ understanding 
of PND limited how much the fathers thought they could support their partner. As 
explained in the introduction, PND has long been understood medically as a 
‘hormonal imbalance’, reflecting that a medicalised understanding of PND was 
popular amongst the respondents. This study highlights how possibly due to limited 
understanding of PND, fathers waited for the medication to work or for PND to ‘run 
its course’. Fathers reported that because PND was hormonal, they felt helpless and
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powerless; they felt there was nothing they could do to alleviate their partner’s 
symptoms. Instead some fathers seemed to disengage from interacting with their 
partners, explaining all they could do was “simply be there all the way” or “become a 
punching bag for her” for example. The belief that there was nothing they could do 
to stop PND rendered the fathers ‘helpless’. It is possible they felt emotionally 
unattainable and unresponsive to their partners who questioned their sincerity, 
thereby seeking more reassurance and entering a vicious cycle.
Coyne’s (1990) interpersonal theory of depression describes a similar vicious cycle 
whereby a depressed individual continuously seeks positive reassurance from a 
significant other, question its sincerity, and seek further reassurance. This interaction 
shows that aside from the debilitating impact PND has on the new mother, the 
interrelatedness of the depression symptoms means the new father might also be 
adversely affected.
The medical model perspective associates PND with childbearing, an illness of 
biological origin with specified prognosis, mostly triggered by hormonal changes 
and treated pharmacologically (Barnes, 2006). Contrastingly, research on mothers’ 
experiences of PND has emphasised that mothers needed emotional support from 
their partners (Everingham, et al., 2006). The discrepancy between fathers’ responses 
and mothers’ needs has prompted some researchers to ask why fathers whose 
partners are suffering from PND are unable to provide the support for their partners 
when they seem to need it most (Rodrigues, Patel, Jaswal, & Souza, 2003). This 
study argues that it’s findings show fathers may be experiencing helplessness from 
the early stages of their partner’s PND symptoms. Perhaps these findings lend some 
insight into an answer for Rodrigues’, et al. (2003) question.
The learned helplessness model of depression (Seligman, 1975) asserts that in the 
case of a significant life event, people are more susceptible to depression if they 
perceive themselves as relatively powerless in exerting control over outcomes. How 
much a person actually experiences control over a significant event is predictive of 
depression rather than their perception of the locus of control (O'Leary, Donovan, 
Cysewski, & Chaney, 1977). Research on mens’ roles during their partner’s
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pregnancy and birth reported that 80% experienced helplessness and powerlessness 
(Johnson, 2002). It is conceivable the fathers could have been experiencing 
helplessness since their partner’s pregnancy. This is consistent with the onset model 
of depression that posits how an identifiable insoluble significant life event may lead 
to motivational deficits; ‘depressive attributions’ that eventually lead to depression 
(Brewin, 1985). These findings illuminate assertions made in the introduction 
regarding the fathers’ delayed emotional expression when their partner has a PND 
diagnosis (Clark, 2001; Condon, et al., 2004; Dudley, et al., 2001; Bscriba-Aguir & 
Artazcoz, 2011; Goodman, 2004a, 2004b).
Beins a father, husband, provider and carer
The subtheme ‘being a father, husband, provider and carer’ revealed that when their 
partner was suffering from PND, fathers were often confronted with the difficulty of 
reconciling multiple roles. Myths and social constructions about motherhood, and 
indeed fatherhood, as a perfect and joyful time were saturated in the discourse of the 
fathers in this study. These findings are consistent with literature about the pressures 
of reconciling multiple identities and the social expectations attached to them; 
Identity Theory (Stets & Burke, 2000).
All fathers reported the desire to be ‘hands on’, fully participating fathers, a finding 
that was consistent with emerging literature about the narratives of new fathers as 
men who are more involved in family life; hands-on, emotionally available fathers 
(Craig, 2006; Dallos & Nokes, 2011; Finn & Henwood, 2009; Wall & Arnold, 2007). 
This study also found that fathers perceived the time they could spend with their 
family was limited by the demands of paid employment. Fathers reported feeling 
responsible and disappointment that they could not care for their partner or spend 
time with their child. In other cases, due to the severity of their partner’s symptoms, 
some fathers found themselves being provider, carer, father and husband, sometimes 
to the detriment of their own health. Experiences identified by Dallos and Noakes 
(2011) as gender role strain.
Literature does suggest the discrepancy between fathers’ perceived availability and 
the demands of paid employment are ‘normal’ (Barclay & Lupton, 1999). The adage 
of a partner’s diagnosis of PND, implied that fathers had to take on additional caring
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and parenting roles (Paulson, et al., 2011). Taking on additional roles, as reflected by 
fathers in this study may have created even bigger discrepancies between the 
expectations and the reality of fatherhood experiences, as conveyed in the subtheme 
‘the unexpectedness of a partner’s symptoms of PND’. This study suggests that due 
to the demand of adjusting to their partner’s ‘care’ or in some cases taking on 
additional roles, and paid employment, may have impacted the amount of time 
fathers’ could spend with their child. Not spending enough time with children was 
noted earlier to impact on fathers’ ‘paternal role competence’ (Ferketich & Mercer, 
1995).
The way parents adjust to new roles is likely to have a lasting impact on their 
individual psychological well-being (Schulz, Cowan, & Cowan, 2006). Gender role 
strain (Dallos & Nokes, 2011), role overload and gender role stress (Morse, Buist, 
& Durkin, 2000) have been associated with increased depressive symptoms in fathers 
(Perry-Jenkins, Goldberg, Pierce, & Sayer, 2007), emotional exhaustion, reduced job 
satisfaction (Ortqvist & Wincent, 2006) and predictive of paternal PND (Morse, et 
al., 2000), all of which were verified by findings in this study.
A deterioratins: vartnershiv relationshiv
In the subtheme ‘Fear and frustration of the deteriorating quality in the partnership 
relationship’ a number of key issues emerged with regard to how fathers positioned 
themselves in the family when their partner had PND. Conflict in the relationship 
raised issues of, power, insecurity and fear. All fathers described increased 
arguments in their relationship. Some fathers explained that they understood it was 
the PND causing the arguments, they all engaged in arguments and disputes, if only, 
to “make a point”. This was an interesting revelation in this study’s findings, 
particularly in the context of literature on the value of a father’s support to provide a 
listening ‘ear’ and act as a ‘buffer’ to their partner’s symptoms of PND (Everingham, 
et al., 2006; Fletcher, 2010; Tammentie & Paavilainen, 2004).
Family Systems Theory (Kerr & Bowen, 1988) may illuminate some reasons behind 
the conflict in the spousal relationship. Kerr and Brown (1988) assert that natural 
systems such as families oscillate between periods of homeostasis and periods of 
disequilibrium. During periods of disequilibrium, elements within the system react
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with a pressure to change the system back to its prior state of homeostasis; change- 
back reaction. It is possible that fathers’ reactions of anger may have been a change 
back reaction to reassert the egalitarian distribution of power in the relationship; 
homeostasis. The beliefs and perceptions about how power is divided in the 
relationship may be a function of Social Structural Theory (Eagly & Wood, 1999), 
discussed earlier. Fathers and mothers may believe the biological role of women and 
the cultural expectations of motherhood place them at a different parental role to men 
whose biological expectation is small and expectations high, as provider for example 
Katz-Wise et al (2010).
Fathers in this study reported feeling insecure and rejected by their partners. Barnes 
(2006) explains that the tendency for PND to impair the mother’s ability to care for 
their child may cause women to feel ashamed and withdraw from their husbands. 
This study argues feelings of rejection encouraged fathers to seek reassurance form 
their partners whom were also emotionally unavailable thereby questioning their 
partners sincerity and prompting the men to seek more reassurance; entering the 
interpersonal ‘vicious cycle, of depression’ earlier explained by Coyne (1990). This 
study asserts that the fathers experienced low spousal satisfaction as a result of the 
deteriorating partnership relationship. A couple’s relationship functioning 
postpartum is a strong predictor of paternal PND (Matthey, et al., 2003). EST affirms 
that feelings of abandonment result in the break up of the family system through 
divorce (Bateman & Bharj, 2009).
The expectation for some fathers in this study was they would maintain their 
‘prenatal’ social lifestyle. Barnes (2006) asserts that such misconceptions may also 
have a negative impact on the relationship. The findings in this study corroborate 
with other findings that fathers whose partners have PND reported less satisfaction 
with their relationship, more changes in household routines and worried more about 
overall family responsibility, as well as stress from work (Bielawska-Batorowicz & 
Kossakowska-Petrycka, 2006).
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Inadequate social suvvort
The subtheme “the paradox of needing support but not wanting help” highlighted the 
fathers’ experiences of engaging with their social support networks. Fathers 
expressed they did not disclose their partner’s diagnosis to close family and friends 
because of embarrassment, shame and appearing as if they lacked control of their 
household. For some fathers, the fear of stigmatisation associated with mental illness 
was a factor influencing non-disclosure. However, all fathers identified the need for 
support with the practical aspects of household tasks and responsibilities. Social 
support has been found to be associated with low levels of depression symptoms, 
postpartum, in both the mother and father (Ballard, 2008; Beck, 2001; Bilszta, et al., 
2010; Castle, et al., 2008). Also, mothers with a diagnosis of PND have identified 
practical and emotional support from their partners as the most useful resource 
(Rodrigues, et al., 2003). A lack of social support systems has been found to isolate 
the mother and limit her ability to receive answers to her questions (Ballard, 2008; 
Castle, et al., 2008; McVey & Tuohy, 2007). During times of stress and change, a 
couple that is ‘open’ and flexible are likely to successfully adjustment to the new 
demands (Barnes, 2006).
Research on the transition to parenthood prioritise the importance of social networks 
and supports during this period (Bost, et al., 2002). This study found that fathers did 
not inform their family or friends about their difficulties during this critical time. To 
understand this phenomenon of needing support but not wanting help, this study 
suggests that social support should not to be treated as an exclusive entity but 
perhaps a function of all the other occurrences in the couple’s relationship. For 
instance, in the context of a deteriorating relationship, it seemed fathers thought they 
were being supportive to their partners by keeping family at a distance. Indeed, some 
of their partners had requested this themselves, this is supported by research that 
women who were suffering from PND were more likely not to want their family 
around than non-depressed mothers (Cindy-Lee & Chung-Lee, 2006).
The subjectivity of the word ‘support’ as a concept means it cannot be explained 
exclusively from the context from which it is being referred, in this case, the 
partnership relationship (Haslam, Pakenham, & Smith, 2006). There may be a
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discrepancy between the father’s perception of providing support and his partner’s 
perception receiving it. In the context of this study, fathers may have thought they 
were being supportive by allowing their partner’s symptoms of PND to ‘run its 
course’. This assertion is supported by the fathers’ accounts of providing support as 
“just being a punch bag”; “waiting for the drugs to work” and “just being there” inta 
alia.
What constitutes support may be defined differently by the recipient of the support 
and also by the nature of the problem. This study asserts that a lack of information 
about the experience of PND could have contributed to the misconception of what 
would constitute adequate support. This could also be a function of the couple’s lack 
of communication during this difficult time (Thorps, Krause, Cukrowicz, & Lynch,
2004). It is emphasised that imperative to a mother’s recovery is the father’s capacity 
to support and foster self confidence in his partner when her abilities to care for her 
child are questioned by PND (Barnes, 2006) and by others, for example, mothers in 
law.
How do fathers experience support from health services, when living with a 
partner who is experiencing PND?
Men, masculinity and covins
This study found various salient attitudes expressed by fathers about their coping. 
This study argues that their saliency renders them vulnerable, being unnoticed by 
health professionals. The issue of disclosure and help seeking in this study found that 
some fathers did not disclose their feelings of low mood to their friends. Other 
fathers risked the break up of a marriage rather than seek professional help. They 
explained that getting marital help was admitting failure. This study asserts therefore 
that fathers may be implicit clients, destined to remain in the background of 
clinicians’ minds that are already occupied by mothers experiencing PND and the 
newborn baby. In this study, the fathers’ lack of help seeking attitudes due to not 
wanting to be perceived a failure seems to have also contributed to their dwindling 
social network. These findings support assertions that men are more likely to receive 
support when others view them as experiencing difficulties and are unable to 
adequately solve their problems (Bost, et al., 2002). They are least likely to seek help
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if they perceive the problem as central to their identity (Addis & Mahalik, 2003), for 
example fatherhood. The fathers’ efforts to be perceived as competent may mislead 
others to believe they are not in need of support. Whilst for some fathers, not 
disclosing may have simply been an effort to protect their partner as discussed 
earlier, for others it was the ‘manly’ thing to do. This may support the idea that the 
fear of being perceived as ‘unmanly’ motivates men to ascertain an ideal masculinity 
where fear and failure are non existent (Eriksson, et al., 2007). Gendered norms 
about masculinity contribute to what kind of help men seek (Addis & Mahalik, 
2003).
She has her own suvvort
There was an interesting finding that the fathers seemed to remain vigilant over their 
partner’s symptoms even when their partner’s symptoms seemed to be residing. 
Also, fathers reported their partners had established a useful support network in order 
to manage their symptoms, for example women’s PND groups, and friends, whilst 
fathers seemed to still remain isolated. An interesting phenomenon was found 
whereby fathers were still dissatisfied with the relationship after twelve months 
postpartum and their partner’s mood returning to pre-birth levels (Vandell, Hyde, 
Plant, & Essex, 1997). Stress resulting from pressure to support and assist the 
pregnant partner without receiving support for his own needs can heighten a sense of 
inadequacy, helplessness, conflict, and anger that is already occurring in the 
deteriorating relationship (Bielawska-Batorowicz & Kossakowska-Petrycka, 2006). 
It has been suggested that fathers depended on spouses for emotional support 
postpartum and their partners, especially when experiencing PND, depend on their 
friends (Escriba-Aguir & Artazcoz, 2011). Whilst the findings do not claim similar 
assertions; there may be an opportunity for further research into this phenomenon. It 
is also possible that the fathers may experience further rejection and isolation as a 
result.
Father’s experiences o f professional helv
The fathers’ experiences of professional help were varied. Some fathers reported that 
the Health Visitors were too focused on the baby, rather than how the family was 
coping with the changes. All the fathers’ partners were diagnosed formally but none 
of the fathers seemed to have an understanding of PND and its implications. Instead,
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one of the fathers claimed to have benefited more from attending a one day men’s 
group for PND, unfortunately this was accessed much later. The experiences 
explicated by the fathers in this study suggest men had little emotional and or 
psychological support from health professionals. When the fathers were asked about 
seeking help, the health professionals seemed to assume it was for their partner. 
These findings echoed a study whereby even amongst non-depressed couples 
postpartum, fathers reported receiving less support or information from health 
professionals though they were the most accurate observers of their partner’s 
depression levels (Forsyth, et al., 2011). Whilst many factors, including those 
mentioned earlier can contribute to the reasons why fathers had limited contact with 
health services, the study also showed fathers wanted contact with health services but 
were unsure how to access it. This study asserts that a lack of information on how to 
access help, or support their partners, left them isolated and potentially increased 
their feelings of helplessness. These assertions are supported by findings that 
inadequate information about pregnancy places fathers at a higher risk of 
psychological distress (Boyce, et al., 2007).
Clinical Implications
Psychoeducation
The study revealed none of the fathers had anticipated their partners PND diagnosis, 
nor did they have an adequate understanding of it. General Practitioners and Health 
Visitors (HV), who are most frequently in contact with families postpartum (NICE, 
2007), have a ‘golden opportunity’ (Madsen & Burgess, 2010) to detect early 
symptoms or new episodes of mental illness postpartum and provide some 
interventions. Psychoeducation can be an effective way of informing fathers about 
PND; etiology, prevalence, management and maintaining a the child’s attachment 
with the father (Ballard, 2008). Clinicians should also address the misconception of 
PND as a hormonal imbalance that is unchallengeable by encouraging a bio 
psychosocial diathesis stress model that views depression as a composite of 
biological and social factors that are treatable by pharmacological and 
psychotherapeutic interventions (Schotte, Van Den Bossche, De Doncker, Stephan, 
& Cosyns, 2006). By doing this fathers should be encouraged that with supportive 
engagement, the outcome of PND could be influenced and the relationship need not 
deteriorate. Any strategy that facilitates the perception of particular problems as
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normal or common should also be effective in facilitating help seeking (Addis & 
Mahalik, 2003) and reducing the stigma (Beck, Records, & Rice, 2006). The burden 
of stigma experienced by the family members who care for someone with a mental 
illness may affect their mental and physical well-being (Bilszta, et al., 2010).
Social support
It has been shown that social support was an important factor for the fathers. Fathers 
explained feeling sidelined and others found difficulty talking to firiends and families 
for fear of losing their social network and being subjected to the stigma attached to 
mental illness. All professionals working with families need to screen the father for 
symptoms of distress in an accessible conversation. Measuring stress in this case 
would be inadequate because it is the perception of stress that is the true correlating 
factor to depression (Dennis, 2010; Dennis & Hodnett, 2009; Haslam, et al., 2006).
Psvcholosical interventions.
It is important to view the couple as a family system under stress when a baby is 
bom (Barnes, 2006). Roberts, Bushnell, Collings and Purdie (2006) affirm that 
fatherhood is a major life event requiring adaptation and impacting psychological 
functioning. There is evidence on the efficacy of psychological interventions for 
PND (NICE, 2007). In addition, including both partners in treatment can reduce the 
likelihood of emotional distress and lessen the potential for relationship problems 
postpartum (Dennis & Hodnett, 2009; Misri, et al., 2005). This study highlighted the 
power imbalance that can be imposed in the relationship due to difficulties in 
communication and clarity of support required. This study also highlighted that 
fathers were willing and open to discuss their emotions, couples therapy is 
considered a ‘safe’ fomm in which issues of power such as childcare and conflict can 
be discussed in a relationship (Parker, 2009). Emotionally Focused Therapy (EFT) 
has been shown to enable the couple to explore unfulfilled attachment needs thereby 
assisting them to form emotional interrelatedness between each other and their child 
(Whiffen & Johnson, 1998).
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Reflexivity
Reflexivity is an imperative technique for us to question our subjective perceptions 
of the people and events we encounter, even after the interviews (Oliffe & Mruz,
2005). Oliffe and Mruz (2005) contend that it is common, naïve even, for interpretive 
interviewers to think they are unaffected by the data given the highly involving 
double hermeneutics inherent in interpreting individual’s lived experiences. As well 
as keeping a reflective research diary, I engaged in conversations with an academic, 
a field supervisor and fellow IPA researchers. Below I briefly offer some of the 
salient issues encountered whilst engaging in this study.
As a man, I cannot deny I encountered some emotive issues conducting this research. 
I doubted the logic of engaging in a research that partly required academic fulfilment 
using men as potential participants. I had subscribed to the stereotype of the 
difficulty engaging men. This is salient because if I hold those perceptions as a 
clinician, my efforts to engage men clinically were essentially obstructed before they 
began. My experiences were that fathers were available and willing to speak. They 
just were not at the forums where I had initially searched. These unhelpful 
stereotypes of the difficulty engaging fathers maintain and possibly perpetuate 
helplessness in the researchers and clinicians trying to engage them. It is our 
responsibility to be creative in accessing fathers in a way that is meaningful to them.
I felt privileged to be allowed access to the fathers’ sensitive, intimate and at times 
distressing experiences. I was struck by the loss and sense of isolation that often 
overwhelmed the interviews. I was humbled by their sacrifice, encouraged by their 
bravery and at the same time saddened by my own positioning as researcher not a 
clinician in this instance. I struggled with the privileged position of having insight 
into their experiences yet, unable to help. I was more than tempted to offer a 
consoling word or two, I did not, but I felt guilty for not doing so. Supervision was 
invaluable allowing me to own and reflect on my feelings. Undoubtedly, interacting 
with the fathers has benefited my own understanding of my relationship postpartum. 
For them, it is my hope that I have provided a platform for their voices to be heard.
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Conclusions, strengths and weaknesses of the study
The strength of this study was its use of qualitative approaches. PND as a research 
area seems dominated by hard and fast assertions about diagnosis and etiology. IPA 
was particularly suited to address the research questions because of it’s endeavor to 
focus on the uniqueness of lived experience from the perspective of a small group of 
people over largely generalizable findings (Smith, et al., 2010). Being a male 
researcher seemed advantageous, the men became comfortable and emotionally 
‘open’, perhaps, more than they would have to a female researcher.
Ironically, it is such strengths of idiography inherent in IPA that renders it 
susceptible to criticisms of weaknesses. This study appreciates that findings are only 
specific to individuals within this context. Arguably however, the specificity and 
depth of information gained in qualitative research is as invaluable to social science 
research as breadth gained in quantitative research (Flyvbjerg, 2004). 
Methodologically, some weakness could be derived from telephone interviewing in 
terms of engaging with the non-verbal interactions that can be privy to face-to-face 
interviews. In seeking to improve research in this area, perhaps there is a requirement 
that couples experiences of living with PND are explored together. Future research 
using a Grounded Theory approach (Glaser & Strauss, 1968) may expand this study 
by defining the interactions between couples when they are living with PND.
This study has shown that the adjustment to fatherhood is riddled with complex, 
interacting and sometimes unexpected challenges that are amplified by having a 
partner with a PND diagnosis. This study confirms prior findings that fathers’ 
psychological well-being may be adversely compromised by maternal PND. The 
family system relies on the functionality of its members for successful outcomes. 
The sum of the family is greater than its parts. It is in our best interests as scientist 
practitioners that fathers are given adequate attention with regards to research and 
support postpartum. Unlike other research, this study offers a unique opportunity to 
understand experiences of fathers when their partner is diagnosed with PND, thus 
illuminating potential areas where health services could develop to meet the needs of 
fathers and inadvertently, the ‘whole family’.
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Avvendix 1: Particivant Information sheet P ' U N IVER SITY  O F
SURREY
Department of Psyctiology 
University of Surrey
G uildford , Surrey 
GU2 7XH UK
David Mustiati
T rainee C linical P sychologist
T: 07951 248 535 
d .m usha ti@ surrey .ac .uk  
www.surrey.ac.uk 
Study Reference Number:
10/Hl 109/67
Participant Information Sheet 
Name of Researcher: David Mushati
I would like to invite you to take part in a research study. Before you decide you 
need to understand, why the research is being done and what it would involve 
for you. Please take the time to read the following information carefully.
What is the purpose of the study?
The aim of the study is to investigate fathers’ experiences of having a partner 
with a diagnosis of postnatal depression, after having a new baby. In particular, 
it will be looking at how fathers make sense of their experiences, what 
facilitates and hinders things for them during this time in their personal lives.
FOR MOTHERS
Why am I being asked?
As someone who may have been experiencing difficulties after giving birth, you 
are being asked to pass on information to your partner, inviting him to explore 
how he has been experiencing these difficulties and what has been helpftil or 
unhelpful him.
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What else am I expected to do?
This study will be focusing only on the father’s experiences; therefore, all you 
are requested to do is pass the information to them. You are welcome to speak 
to the researcher or continue reading this information sheet to further your 
understanding of your partner’s involvement in the study.
FOR FATHERS 
Why have I been invited?
As your partner may be or has been experiencing difficulties after having the 
baby, you have been invited to take part in the study to explore your experiences 
and what has been helpful or unhelpful to you at this time in your life.
Do I have to take part?
It is up to you to decide. We will describe the study and go through this 
information sheet, which we will then give to you. We will then ask you to sign 
a consent form to show you have agreed to take part. You are free to withdraw 
at any time without needing to justify your decision, prior to me submitting my 
doctoral portfolio in June 2011. You may also decline to complete any part of 
the study (e.g. declining to answer certain questions).
What will happen to me if I take part?
If you wish to take a part in this study, please email me your contact details and 
I will then contact you to arrange an interview, or telephone me to arrange an 
interview. The interview will take about 45-60 minutes and will be carried out 
at the University of Surrey or your local Health visitor’s office at a time that is 
convenient for you. Your transport costs to and fi*om the interview locations will 
be reimbursed. The interview will be tape-recorded for purpose of data 
analysis. You will also be invited to take part in a focus group with the other 
participants at the end of the study to discuss the key findings of my study and 
to feedback to Health Visitors. You do not have to attend this focus group if 
you do not wish to, and again do not have to justify your decision.
What are the possible disadvantages and risks of taking part?
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The interview will take up about 45-60 minutes of your personal time. You 
may find some topics of discussion uncomfortable as they could remind you 
about some difficult experiences you have had. If you become upset during the 
interview, you can inform me that you do not wish to continue the interview or 
request taking a break fi*om the interview at any time. In addition, I will provide 
you with details for further support.
What are the possible benefits of taking part?
The interview will give you an opportunity to talk about your experiences of 
having a partner with a diagnosis of postnatal depression whilst looking after a 
new baby and to reflect upon the challenges and successes you have 
encountered. Through talking about these experiences, it is hoped that a greater 
understanding of people’s experiences will be gained to identify and inform 
services what improvements, if any, could be made.
Will my taking part in the study be kept confidential?
Yes. I will follow ethical and legal practice and all information about you will 
be handled in confidence. The recorded tapes will be kept in a locked filing 
cabinet in a locked room at the University of Surrey and will be destroyed after 
their content is transcribed. Your anonymity will be ensured and information 
you share in the interview remains confidential.
What will happen to the results of the research study?
The results of the study will be published in my doctoral portfolio, which will 
be held at the University of Surrey Library. The study will also be submitted for 
publication in a peer-reviewed journal to help others to learn fi*om your 
experiences. I shall seek your consent to use any quotes from your transcripts 
for the publication. You will not be identified in any of the reports or 
publications. A summary sheet of the findings will be sent to you.
What if I want to speak to someone about the emotions evoked during the 
interview?
At times, research interviews may evoke unexpected emotions, good or bad. I 
am working with Liz Wise a specialist in Postnatal Depression Counseling with
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16 years experience should you wish to discuss any issues that may arise please 
contact Liz on email:
Who is organising the research?
The research is being organised by David Mushati, Trainee Clinical 
Psychologist, and the University of Surrey.
Who has reviewed the study?
All research in the NHS is looked at by an independent group of people, called a 
Research Ethics Committee, to protect your safety, rights, wellbeing and 
dignity. This study has been reviewed and given favourable opinion by Surrey 
and Borders Partnership Trust Research Ethics Committee.
Further information and contact details
If you have any further questions about any aspect of the research and/or would 
like to participate in this study, please contact David Mushati 
d.mushati@surrev.ac.uk or
Phone: (please note that I am happy to call you back to save your
expenses if you request me to do so).
Thank you for taking the time to read this.
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Appendix 2: Consent form
UNIVERSITY OF
SURREY
CONSENT FORM
Department of Psychology 
University of Surrey
G uildford , Surrey 
GU2 7XH UK
David Mushati
T rainee  Clinical P sychologist
I: 07951 248 535 
d .m usha ti@ surrey .ac .uk  
www.surrev.ac.uk 
Study Reference Number: 
10/Hl 109/67
Name of Researcher: David Mushati (Trainee Clinical Psychologist) 
Supervised by: Professor Arlene Vetere, University of Surrey
Please initial
box or 
N/A if not 
applicable
1. I confirm that I have read and understand the information sheet. I have 
had the opportunity to consider the information, ask questions and have 
had these answered satisfactorily.
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason.
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4 .1 agree to take part in the above study
5 .1 agree to be phoned on
.......................................................................................................Do not tiek if
you wish to call the researcher.
5 . 1 agree for the interview to be audio taped, and my identity will be 
anonymous
6 . 1 understand that part o f the transcribed audiotapes may be 
anonymously quoted for publication.
Name of Person Date
Signature
taking consent (PRINT)
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Avvendix 3: Interview Schedule 
Interview Schedule
Every interview will begin with the same open-ended questions concerning the 
men’s initial response upon being told they were going to have a baby.
L  What was it like and how did it feel knowing you were going to be a 
father?
Prompt:
• Before the child was born
• How did your partner feel about her pregnancy
• Did you have expectations did you have fo r  fatherhood
2. Where you in contact with health professionals prenatally?
Prompt:
• What were you experiences
• What enabled you to access/not access health services
3. What do you understand about postnatal depression (PND)?
Prompt:
• When and how has this awareness/lack o f  come about
4. Can you tell me about your experiences after your partner was 
diagnosed with PND?
Prompt:
• What were your feelings
• Did you tell family andfriends?
• What informed your decisions to do X  or Y
5. How do you experience your relationship with your partner after her 
diagnosis of PND?
Prompt:
• Communication
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• Changes
6. What has been the most challenging aspect about your experience so far?
Prompt:
• Sacrifices
• Personal experiences
• Financial
• Work
7. Did you seek any help?
Prompt:
• What influenced your decisions to seek or not to
• What made it difficult or easy to seek help
• What triggered the seeking
• Was the help ‘helpful ’
8. Is there anything that you think I may have missed that you would like to 
talk about?
Debrief participant.
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Appendix 4: Ethics Approval
Chair’s  Action
Ref;
Name of Student: 
Title of Project:
Supervisor;
Date of submission:
Faculty of Arts and Human Sciences
Ethics Committee
578-PSY-11 (NHS Approved)
DAVID MUSHATI
Exploring the impact of a partner’s postnatal 
depression diagnosis on the father’s identity 
and psychological well being.
PROFESSOR ARLENE VETERE
10^" FEBRUARY 2011
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Signed:
Dated:
Dr Vicky Senior 
Deputy Chair
. 2.  II
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Avvendix 5: Ethics Approval letter
Dr Vicky S en io r (Deputy Chair)
Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
D avid  M ushati 
Psj'chD C linical Trainee 
Departm ent o f  Psychology  
U niversity o f  Surrey
UNIVERSITY O F
SURREY
Faculty o f
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 889445 
F: +44 (0)1483 689550
www.surrey.ac.uk
22”“ February 2011
Dear D avid
R eferen ce: 5 7 8 -P S Y -l 1 (N H S  A p p roved )
T itle  o f  P ro ject: E xp lor in g  th e  Im pact o f  a  p a r tn er ’s p ostn a ta l d ep ress io n  d iagn osis  on  
th e  fa th er ’s id en tity  an d  p sy ch o lo g ica l w e ll b e in g .
1’hank you  for j'our subm ission  o f  the above proposal.
The Faculty o f  Arts and Human Scien ces E thics C om m ittee has given  a favourable ethical 
opin ion.
If there are any significant changes to this proposal y ou  m ay need to consider requesting  
scrutiny by the Faculty Ethics Com m ittee.
Y ours sincerely
D r V ick y  Senior  
D eputy Chair
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Appendix 6: Example o f transcript12
Emergent themes
Emotional
Investment
Excited about the 
prospect o f  
fatherhood
No professional 
involvement
Original Transcript. 
Ian Key:
1:1: W hat was it like finding out you were going to be a  father.
P; W e bad been trying for a while and we found, we found it quite 
difficult, and so we opted for IVF and we had I think on the 
second attempt of IVF it worked, so yes we were both, we were 
extiemely excited but I had to think about the responsibility of 
fatherhood.
I: Yeah. How long had you been trying for, if  you don’t m ind me 
asking?
P: I  think it was about 2  years.
1: Yeah. So you got pretty excited,
P: Yeah
1: And during your wife’s pregnancy, your partner’s pregnancy, 
what were your experiences o f professional involvement?
P: W hat do you mean?
I; W hat w ere your experiences with health services during your 
partner’s pregnancy?
P: Oh, any involved. Oh no, none. You know it was, running 
smoothly, m  was healthy during the you know pregnancy, and 
baby was delivered 2 weeks early. It was a long birth, about 34 
hours in hospital. That was a  little bit unexpected but that happens
E xp lo ra to ry  com m ents: 
D escriptive 1 .Ingulstic a n d  
C onceptual
Is there a sense o f  emotional 
investment, geared perhaps by 
initial unsuccessful first attempt at 
IVF?
Professional help seems 
synonymised to medical problems 
o r complications during pregnancy 
and w ith childbirth
Scanning the document has caused the document to shrink (line numbers may not 
corroborate as a result) as to fit university margin requirement.
181
Emergent themes
Investment in 
pregnancy
Only one problem 
at birth
PND didn’t cross 
our minds 
(unexpected)
Trauma?
Shock through 
exposure
PND Understated
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
Original Transciipt. 
Ian Key:
a lot and she was fine. It was all very smooth and I was looking 
forward to being a dad 
I: Ok and after the birth
P: I've got my. I've got a son who’s 2, and we didn’t know the 
gender before the birth.
I: Ok.
P; N o no no no. the only thing wrong with ^ty
son, he was you know, ray son was breached, that was the only 
problem with H | .  We didn't need any help as such; at least I 
thought we didn’t. Breach was the only problem,
With regards to PND, PND? No, I do not recall anything specific.
It was something that I did not expect, heard about it but didn’t 
cross our minds at all
I: Mm. And what do you understand about postnatal depression 
now?
P: %2iat do I understand about postnatal depression?
I; Yeah.
P: Um, I understand that it’s, it’s  extremely difficult, it’s 
immensely difficult, one o f the worst thinss that child birth brings.
and I can see when women have it, I mean when people used to call 
it the baby blues, that is a mega understatement, because you know.
Exploratory comments: 
De.scriptive 1 .insuistic and
The emphasis on “no no no no" 
perhaps hints at the underlying 
fearperhapsthatifany  
complications were to be 
encountered they would be with 
the baby. In this case they weren't.
Sense o f PND being seen as 
unlikely in the couple’s life
Description o f  PND here is 
emphatic. Words that seek to 
portray a difficult and unbearable 
experience
Ian’s emphasis on the 
understatedness o f PND is a 
complete contrast to his statement. 
There is a sense that Ian felt; 
unaware, uninformed, believing 
that PND was not as severe as he 
experienced it
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Emcreent themes
Misconceptions about 
baby blues vs, PND
Seeking an 
understanding; ‘my 
wife was happy 
before’
Original Transcript. 
Ian Key:
it’s just, it’s horrendous basically. I mean I  know you can have 
different levels o f it. 1 understand that, and H  had quite a high 
end scale of it, do you know what I mean? But yeah, my 
understanding of it is it’s horrendous.
I: Yeah. You mentioned that people call it baby blues, had you 
heard that terra before the pregnancy?
P: Oh yes yeah yeah, I had heard o f the term but not, just from 
people talking, I ju s t thought well, let me see. (Pause)
Um, well. That’s the thing isn’t it, until you see it yourself, I 
thought baby blues was when you get a bit down, bit depressed 
about it, but H  spent 4 weeks in the | | | | .  o r 3 weeks in the 
m  and the week after going back and forth. So yeah, the baby 
blues, you don’t really know much about it until you experience it, 
you know.
I: Mmm. 1 see. please elaborate on your experiences of these 4 or 
so weeks, your experiences?
P: Um, well, I mean H  ^Oried it early with H U  it bad to do 
a little bit with H I ’ and then because H I  was happy to 
before H I  was born, 1 think she got it, the PND with H I  
because she was having a dilTicult time with him becau.se 
(Pause ) 1 mean, HI- be did not sleep, he was a nightmare,
Exploratory comments: 
Descriptive Linguistic and 
Conceptual interpretations
Once again Ian reverts to 
emphatic language. It is 
interesting that he acknowledges 
the continuum of PND.
He seems keen to understand
Questions and reflects about his 
understanding. Positions himself 
‘defensively’ ?; explaining you 
have to see it to  know it
Sense o f helplessness, waiting for 
PND to happen to be able to 
conceptualise it.
Reflective account that hints at 
possible attempts to understand 
his experiences. Highlighted by 
the hypothesis as to why PND 
was diagnosed in his wife
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Emergent themes
The importance o f 
tim ing from HV
Trauma
Shock
Feelings o f guilt
Remet
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80 
81 
82 
83
Original Transcript, 
Ian Key;
and he had, we d idn 't know at the time but he had reflux so  until a 
health visitor said why don 't you try gaviscon and then he started 
getting better, but we had nights when he’d start screaming or 
crying at 7  o ’clock and it would carry on until 3 ,4  in the morning, 
there was no control over that, and it was that for several weeks, 
yeah that’s what I think pushed H  over the edge. But maybe 
not, maybe more was happening to her? and we were all stressed 
with it. and 1 was stressed, H  was stressed, but 1 didn 't 
recognise the symptoms until H  well I recognised that she 
was getting upset with it because she was getting upset, crying, but 
I didn’t know how bad it was until one day she just upped and left. 
She left me a note, and you know she disappeared fo ra  day telling 
me she was going to end it all, saying she’d had thoughts o f  ending 
it all prior to that, but kept it to  herself, but you know I feel guilty 
for not recognising it earlier, but because 1 was involved and 1 was 
amongst it myself, so 1 couldn’t help, if  1 was standing from the 
outside looking in I’d  probably have recognised it, but I wasn’t, 1 
was in there with her, and I was getting stressed and that as well, 
but you know when all o f  a sudden she handed the little letter and 
then upped and went, you know we had the police trying to track 
her mobile, and she said she was sat in her car, thinking about it,
Exploratory comments: Descriptive 
Linguistic and Conceptual 
interpretations
Too involved to notice what was 
happening to  his wife: guilt?
Dramatic and sudden. Ian unsure 
about the cause i f  his wife’s distress
Impact o f PND; sense that Ian’s 
reactions were lessened perhaps by 
his understanding o f  baby blues or 
being stressed himself?
Suicidal ideation by partner. 
Realises multiple causes, he also, 
was stressed therefore unresponsive
Emphasis on the suddenness o f 
partner’s reactions PND.
Ian does not mention the word 
suicide; avoidance? Too emotive?
Family resources pulled together at 
the brink o fa  tragic crisis
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84
g m k i y  gg
E xlem alixationof
put my head down
Gel a  grip o f  yourself
Practically supportive 
family;
Adjusting to the
Original Transcript. 
Ian Key:
and so it was a huge wake up call, it was a m assive shock! And 
then you had the w hole family got together to  deal with everything, 
she volunteered herself to  the W Ê . A nd then she’s done
I wouldn’t say she’s 100% because there are times when 
she 's , really really stressful she 'll get tearful, but you know, a 
quick reassurance thing saying "you know, it’s  not you, it’s  PND" 
: A t the time when all this was happening, how did you cope, or
P: W ell, YOU know, at the tim e when was suffering with,
ghiy stressed, and then w hen H  w ent into the Priory, it was 
ju st a  case o f  you have to be strong for the both o f  you, so I ju st put
remem ber being in tears in front o f the family at one point, and 
then you know, then get a  grip o f yourself and carry on. And then 
looking and w e had amazing .support from her family, m y family 
are in  W ales. I don’t really speak to  H  parents, but H  
family her mum and dad divorced, so  they took it in turns to have
Exploratory comments: Descriptive
(instead o f  his input) for her recovery. 
Denial o f  self fo r the other
Cautiousness and externalisation o f
maternal input
Masculinity laden words with regards 
to coping
connotations o f  not being aware, 
‘closed ', ‘hidden’.
LitM cd support resources as his 
parents are in wales and cannot really 
speak to  his parents in  law
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Appendix 7: Example o f emersins themes13
E m erg in g  them es P ag e. U n e O u o tc
21.
T oo busy to  think 6. 115-120
1 a t the time was ferrying him  back and forth to | | H i  m um  and dad , so  tliai I 
could g o to w o rk . com e back, I was looking after him, and going back and forth 
seeing m  in tlic hospital, do  you know  w hat I m ean, 1 think 1 was kept 
extrem ely busy, it d idn ’t give m e a chance to  reflect.
22.
r in d in g  an explanation 7. 126-129
w hen had post natal depression, then  I started getting m ore involved, and 
w hen I talked to  people at work, you know . It's  surprising how m any people have 
gone through it
23 C rash course in  PND 7. 129-130 so  1 becam e aw are o f  it extrem ely quickly, and the levels you get to
24. Partner hiding em otions 7, 138-139 But a  very strong person and she kept a  lot o f  it to  herself.
25.
C arina role increases 8. 144-148
1 started bringing llie. him  up to  visit her. W e d id n 't stay there, but we ju s t, we 
visited, and 1 did  things like I m ade a little picnic and wc went out. and tried to  do 
n ice things like that, and picnic in her rrxim.
26.
G etting involved with child care 8. 156-159
tried to be a full hands on  dad, so 1 constantly. 1 change nappies. 1 do m ilk for 
them , I know  how  everything runs, because I know , I 'v e  known Dads w ho a ren 't 
as hands on
27
Partner's support networks and breaks 8. 162-163
I H H  now, every year she goes o ff w ith her M um  fo r a  w eekend to  like Prague 
and stuff
28
Testing the strength o f  the relaiioaship 10. 196-199
1 m ean in . w e 've  been together 8 years, and 1 th ink  it wa,s a real test. 1 think w e’ve 
both com e to the conclusion that i f  w e can go through that, w e can work at 
anything, do  you know what 1 mean? S o  yeah. 1 think it was a  real test o f  Ixtth our 
chruacters.
29
Being supportive 10.20.3-206
1 know now if  the kids are stressing her out. all I 'v e  got to  do now. 1 can ju s t take 
them  up  the park and give her a  break for an hour o r so. d o  you know  what I
30
l a m a  changed person 11.227-230
O h, god yeah, yeah, definitely. You know , it taught me patience a lot. You know, 
you 'v e  iust got to . it 's  very hard, you know, you 'v e  got som eone you love. I 'm
just a  chanced person because o f  it.
31
M ore cautious 12. 237-246
1 m ean I have to watch, well w e both watch now. you have to  be a particularly bad 
day. i f  sh e 's  been crying and stressed while I am  a t w ork, and s h e 's  com e hom e, 
and I get hom e first
32.
Impact and caution 12. 242-244
I 'm  stressed, she’s stressed, she com es hom e, and you know  go t to  be careful 
because she can pet quite upset quite easily
33
Risk o f divorce 13. 253-254
there were times afte r when she was extrem ely stressed and w e nearly sp lit up
34,
Depression 14.271-274
1 d o n 't m c n l io i^ .  d o  you know what I m ean. But so  there’s that, and  then there’s 
all this with having post-natal depression and that, but I d on’t know. I think 
I’ve been depressed for a  long time.
35.
T aking titnc out work 14.282-284
I m ean 1 ttxik tim e out from work for a bit, fo r about a  w eek o r so. urom. yeah, so 
no. it was an extrem ely difficult, stressful w orrying tim e, do  you know  what I
36
Putting on a front/ facade 15. 297-300
And I tried my best every lime, when I went to  see H H i  at the Priory, it w as with 
an  attitude o f  every th ing 's  going to be o k  and try  and support h e r and say you
37.
Prioritizing recovery 15. 301-302
w e 've  ju s t got to  try and get through this together" kind o f  thing. T hat w as my main 
concern.
38
It w ould never happen to me 15. 301-308
I'm  ju st one o f those people who thought it would never happen to  me. You know 
I'v e  heard about people being depre.ssed and 1 thought w hat have vve got to  be 
depressed about'?
39.
feelings o f  low mood 16.311-314
B ut then I had th is feeling o f  ju st a  m assive black cloud over me. and I cou ldn 't 
fathom  out w hy, got to the point where 1 w as getting upset, tearful, and being 
down and depressed
40
Isolated and guilty 16.314-317
and that then. I hid it because that w ould have had an im pact o n  B H I -  tthe 
cou ldn 't handle m e, because she was trying to  get better herself and she. .she 
couldn’t handle me being depressed as well.
41.
Role o f family support' 16. 317-320
again her mum was c,streiitely sunptniive and w as helping and that, being a referee 
sort o f  thing between me and g g .  and they  said "L ook, sort it ou t now  and go to 
the D octors", so I w ent to  the doctors early  to  sort the depression out
42 M asculinity and coping 16. 325-329 Because being ex-arm y. 1 w as always have these sorts of. iust deal with it. get «
Emerging themes are chosen instead of the transcript due to sheer volume of the 
transcript
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grip, just deal with it, so that's probably why for a hell o f a long time 1 didn’t do 
anything about it. Just deal with i t  And it just got to tlie point where 1 couldn't 
anymore, so 1 had to go and seek help.
43.
Hiding emotions from friends 1 17.332-334
Friend.s? No. I didn’t tell anyone. Not at all. Onec I sought out help and started 
getting, 1 told a couple of friends, close friends, but no one else, no. Just those 
friends and that’s it!
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Value in being informed 17. 352-358
I mean, you know I think. 1 think people where, 1 think people when they’re with 
partners and their partners arc pregnant, and you’re going to anti-natal classes and 
that, 1 think they should have paid, I think they should say look, this is o 
possibility o f what could happen, this is how you deal with it, this is how you can 
recognise it early, and then you can do something about it.
45.
Focus is on the baby 1 17.358-361
But because people are so conceniratcd on the baby and the scans and the health 
of the baby, and what happens when it comes to delivering the baby, I think they 
should at anti-natal classes put aside, for PND
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Research I02 checklist
1 Formulating and testing hypotheses and research questions /
2 Carrying out a structured literature search using information technology 
and
literature search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including 
issues of
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires /
15 Negotiating access to study participants in applied NHS settings /
16 Setting up a data file /
17 Conducting statistical data analysis using SPSS /
18 Choosing appropriate statistical analyses
19 Preparing quantitative data for analysis
20 Choosing appropriate quantitative data analysis
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results fi*om quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
/
30 Applying research findings to clinical practice /
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SERVICE RELATED RESEARCH PROJECT
A retrospective service user evaluation of a Heterogeneous Group Cognitive
Behavioural Therapy (HGCBT)
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behavioural therapv (HGCBT)
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ABSTRACT
Objective: To undertake a retrospective service user evaluation of a HGCBT in
order to ascertain the usefulness of the group to service users and 
inform decision making around the future development the HGCBT. 
Design: Non-experimental, descriptive design.
Setting: An adult outpatient psychology service.
Participants: A retrospective study looking at prior completed evaluation 
questionnaires; no participants were approached.
Analysis: Descriptive design and thematic analysis
Results: The descriptive analysis showed that the group attendees were very
satisfied with components of the treatment programme. The thematic 
analysis revealed seven themes; Normalising (control vs. cure), 
mindfulness, time, space, gratitude (control vs. cure), endings and 
gratitude. The themes revealed the importance that the HGCBT has 
for its attendees.
Conclusions: This study found that the service users found the HGCBT was 
valuable, useful, normalising and added to their resource of skills in 
dealing with very difficult and complex emotional problems.
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Introduction
Brief Intensive Group Cognitive Behaviour Therapy (BIGCBT) is an adaptation of 
cognitive behavioural therapy (CBT) carried out in full day sessions over a short 
period of time (Oei & Dingle, 2002). CBT has been shown to be efficacious in the 
treatment of psychological disorders, ranging from anxiety, eating disorders and the 
psychoses (Barrowclough et al., 2006; Oei & Dingle, 2002; Ward et al., 2000) and is 
argued to be the treatment of choice for depression and anxiety (NICE, 2004). CBT 
can be delivered individually or in groups, however, individual CBT has received the 
most research for its efficacy (Hazlett-Stevens & Craske, 2002). Research into the 
effectiveness of Group Cognitive Behavioural Therapy (GCBT) has mostly focused 
on groups of people with a homogenously defined psychological disorder; disorder- 
specific (Butler, Chapman, Forman, & Beck, 2006). Contrastingly, it has been 
argued that similarities across psychological disorders outweigh their differences, 
thus, effective GCBT may not need to be disorder-specific (McEvoy & Nathan, 
2007), groups can also be transdiagnostic/heterogeneous (Clark & Taylor, 2009). 
Heterogeneous Cognitive Behavioural Therapy (HGCBT ) groups have been found 
to be efficacious for people with a heterogeneity of psychological disorders such as 
depression, anxiety and excessive anger (Free, 1999; Kush & Fleming, 2000). 
Currently, most National Health Service (NHS) trusts deliver mental health services 
in accordance with protocols stipulated by the National Institute of Clinical 
Excellence (NICE), protocols which tend to largely recommend disorder-specific 
interventions.
Since the application of GCBT has been found to be as efficacious as individual CBT 
(Miller & Berman, 1983; Morrison, 2001), researchers and clinicians have 
experimented with the delivery format (Oei & Dingle, 2002). The format has ranged 
from brief GCBT treatments; 1 to 4 sessions with a 1-hour session per week to 
extended GCBT treatments - 30 weekly 1-hr sessions (Oei & Dingle, 2002). The 
average length of time for group CBT is 12weekly 2-hour sessions {ibid). More 
intensive treatments, 18 hours of BIGCBT over 2 days, have found significant 
reductions in symptoms when compared to a waiting-list control group, and 85% of 
the group attendees maintained clinically significant improvement at one-year 
follow-up (Evans, Holt, & Oei, 1991).
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The format of group CBT that is undertaken in the local Specialist Psychology 
Service (SPS) where this evaluation was conducted is 6 weekly 5 hour sessions. The 
theoretical basis for the HGCBT was based on the Mind Over Mood CBT Manual 
(Greenberg & Padesky, 1995) which utilises CBT principles such as goal setting, 
identifying beliefs, behavioural practice and relaxation. The programme offers an 
innovative approach by specifying a heterogeneous therapy group. Groups have 
consisted of between 4 to 8 people. In the later part of the weeks, the group is taught 
mindfulness. Mindfulness is a form of breathing meditation which is a core value of 
Buddhism (McEvoy & Nathan, 2007). Mindfulness involves directing one’s 
attention to whatever emerges in the moment, without preference or judgment 
(Muran & Safran, 2002). The purpose is to sensitise the client into attending in an 
accepting manner, in the same way they will be asked to attend to their feelings and 
negative thoughts {ibid). The efficacy of mindfulness integrated into CBT groups has 
been mostly evidenced for clients who are recovering (Moore & Gareland, 2003; 
Teasdale et al., 2000).
While outcome evaluations have evidenced treatment efficacy for the services 
delivering GCBT, little service user evaluation has been carried out. Emphasis on 
evidence based practice has seen research evidence almost exclusively focused on 
treatment outcomes (Nelson & Steele, 2006). Given the powerful position held by 
service users in the current healthcare climate, evaluation of client satisfaction should 
not be overlooked as part of a more comprehensive evaluation approach {ibid). If 
service users are not satisfied with treatment approaches they are less likely to 
continue with the treatment approach which will in-effect be less likely widely used, 
regardless of the evidence for outcomes that may result from controlled and applied 
trials (Dozois, Seeds, & Collins, 2009). Service user evaluation varies from the use 
of attrition as an inverse measure of satisfaction to using standardised measures of 
satisfaction (Greenfield & Attkisson, 2004).
Aims
This study aims to utilise the 3""^  facet (see Appendix 1) of the multi faceted 
treatment evaluation model (Nelson & Steele, 2006) to explore the views and level of 
satisfaction of services users who attend the HGCBT at a local SPS. It is also hoped
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the study would inform whether or not the service should follow disorder-specific 
groups or continue with the heterogeneous group format.
Method
Procedure
For the length of time that the HGCBT has been running, facilitators of the group 
have distributed the feedback questionnaire at the end of each treatment therapy. 
From this database, feedback questionnaires for the year 2008 were selected as they 
reflect a complete year where the new structure of the service’s HGCBT was 
delivered.
Measures
The questionnaire had a section that focused on the extent and usefulness of the 
group. The open-ended questions focused on helpfiilness of the group and what 
aspects group attendees would change, if any. Attendees rated satisfaction with 
aspects of the HGCBT programme on a 4 point scale (1= unhelpful to 4 = very 
helpful). Satisfaction ratings were high with 84% of all aspects of the group rated as 
either helpful or very helpful.
Data analvsis
A semantic approach to thematic analysis was used, following the six phase process 
outlined (Braun & Clarke, 2006). The closed questions were analysed using 
descriptive statistics, mainly an analysis of the percentages. The open-ended 
questions in the questionnaire were analysed by familiarising through reading and re­
reading the data, coding the data for interesting features and collating these into 
potential themes then defining the themes (Braun & Clarke, 2006).
Results
Results are based on the people who attended the local HGCBT and completed 
questionnaires over a 4-month period (N= 19). Due to word constraints, comments 
on aspects that scored high on either the very helpful or unhelpful scale will be 
commented upon. A thematic qualitative analysis will also be provided.
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Satisfaction with the programme
In the core elements aspects of the group, ‘Lifetraps’ seemed to have been really 
endorsed with 84% of the attendees finding this very helpfiil, ‘Examining the 
evidence’ was deemed very helpful by 73% of the attendees and ‘Identifying hot 
thoughts’ was also seen very helpful by 69%. From the additional information that 
was given to group members, ‘Information about core beliefs’ was deemed the most 
helpful by 61%. Forty two percent of the attendees reported that the ‘Mindfulness 
breathing meditation’ was not so helpful and 32% also reported that neither was the 
‘Introduction to mindfulness’.
Table 1: Descriptive data indicating level of satisfaction with aspects of the 
treatment
Core Elements (4) Very (3) Quite (2) Not so (l)Uuhelpf Me
helpful % helpful % helpful % ul
%
an
5 part cognitive model 53 42 5
3.47
Setting goals 58 42 3.58
Relaxed breathing 37 47 16 3.21
Identifying key moods 47 53 3.47
Identifying hot thoughts 68 32 3.68
Examining the evidence 74 26 3.74
Balanced thinking 69 26 5 3.63
Experiments and action 
plans
62 33 5
3.58
Video (completing a 
thought record)
53 32 11 5
3.32
Tape (mindfulness intro) 26 42 32 2.95
Tape (mindfulness 
breathing meditation)
21 37 42
2.79
Lifetraps 84 16 3.84
Coping with setbacks 63 32 5 3.58
Mindfulness Exercise
Additional Information (4) Very (3) Quite (2) Not so (l)Uuhelpf Me
helpful % helpful % helpful % ul
%
an
Core beliefs 61 39 3.61
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Anxiety information 53 47 3.53
Depression information 42 53 5 3.37
Anger, guilt and shame 37 47 11 5 3.16
Managing emotions 32 58 10
(emotional regulation) 3.21
Qualitative analvsis
The open-ended questions of the questionnaire can be grouped into three major 
themes in respect of what they were trying to elicit from service users. These themes 
can be identified as helpful/unhelpfiil, practical changes and general comments. The 
analysis of the data in these main themes were categorised into sub themes.
Helpful and unhelpful aspects of the group
Normalisins (Problem vs. sickness)
Attendees responded that an aspect of the group, which was most helpful to them, 
was having the opportunity to hear about other people’s problems. It seems that the 
diversity and range of individual difficulties explored within the group seemed to 
offer some solace to group members “It was good to meet people with different 
diagnosis and ages...” For some members the group was normalising through"... 
meeting and sharing ideas with others...”; "... finding out about other people’s 
problems and learning from them.... ” In some cases it seemed that attendees began 
to view their situations as problems rather than the idiosyncratic connotations of the 
diagnosis they may have come with to the group. Besides these different diagnoses it 
seemed there was an underlying commonality, a feeling of togetherness and 
companionship “...being with fellow suffers... ”; "... getting on well with all the 
members ” and "... meeting other like minded people ”.
Mindfulness
Mindfulness was a theme on its own, though this represents one of the core elements 
of the group, it was identified as the least helpful. For group members, there seemed 
to be a lot of uncertainty about the significance of mindfulness within the CBT 
concepts they had been applying. Members commented that mindfulness was "... the 
least interesting” and "... not relevant”.
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Practical changes suggested for the group
Time
The theme about time, posed itself as a very contentious issue amongst the 
respondents. For some, the time offered in the day by the group felt "... too 
short....and rushed... video was not worthwhile” while for others they would have 
liked a “...shorter day... ” Some expressed that the allocated time meant that "... it 
was quite intense and tiring... ” it was suggested that "... a longer period hut shorter 
days” or maybe ".... make the lunch breaks half an hour... ” would be more useful. 
For others time had other implications “I  have to take six fu ll days offfrom work... ” 
and “...had to find  time to do the work at home... ”
Space
Space as a theme seemed to have been implied by comments about the size of the 
group and the environment in which it was set. The environment seemed only 
relevant during meditation times during which it was it was perceived to have been 
"... too many distractions... ” For others, it seemed that having a large number in the 
group did not always allow examples from their personal lives to be used “...doing a 
group thought record was not helpful”. It was also suggested that perhaps a smaller 
group “...of 6/7people... ” would have been more helpful.
General comments
Endinss (Control V5. Cure)
On a really positive note, the theme of endings seemed to suggest a real sense of the 
members having benefited and developed during this intensive 6 week experience. 
There seemed to be a concern about the journey that followed on from the group, and 
while this may have been uncertain, members seemed confident and optimistic “it 
feels a bit scary to be finishing”. This highlighted an important aspect about being 
able to control one’s symptoms rather than cure them forever. The passivity of 
expecting a cure seemed replaced by a responsible, realistic and attainable goal; to 
actively use techniques learnt to try and control how things may be perceived, “I  feel 
there is a lot to put in one’s own (life) after this...I do feel optimistic...! have learnt 
some very useful tools. ” Perhaps the respondents’ anxieties seemed contained by the 
prospect of an additional two and half hour booster group sessions every 2 months to
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offer a refresher to core elements of CBT addressed in the groups, “...I still feel I  
have things to learn...but maybe this will be reinforced by booster sessions... ”
Gratitude
Gratitude emerged as a prominent theme. It seemed that almost all members felt 
grateful they had attended the group “I  found this very helpful”; “I  would like to 
thank you for everything”. The overwhelming sense of gratitude was perhaps 
adequately summed up by a member’s comments “...thankyou! Really helpful and 
sensitively handled... ”
Discussion
The analysis of service users’ perspectives has shed some light on the roles that the 
HGCBT plays to its attendees and has strongly endorsed their satisfaction. While 
scientific inquiry has been useful in informing us about the efficacy and effectiveness 
of new and developing therapies (Hazlett-Stevens & Craske, 2002; McEvoy & 
Nathan, 2007), retrospective examination of service user attitudes is particularly 
important as it may affect the packaging of these therapies and positively encourage 
the uptake of service users entering treatments (Nelson & Steele, 2006).
It seems that the heterogeneity of the service users’ disorders offered a unique 
exposure and an opportunity to learn from other people’s experiences. The 
heterogeneity meant that group members could normalise experiences outside of the 
stigmas they held over their own diagnosis. Although depression and anxiety are 
treated as discrete entities, they often co-occur and share a number of risks and 
vulnerability factors. In a group situation where information and experiences are 
shared, it can be reassuring for other group members to realise that their experiences 
and negative thoughts are a familiar phenomenon (Hazlett-Stevens & Craske, 2002). 
The theme of normalising also suggests that attendees may have benefited from the 
opportunity to form confiding relationships which has been found to be a protective 
factor in studies of depression (Brown & Harris, 1978).
While listening to other group members can be reassuring (McEvoy & Nathan, 
2007), it has been noted that some group members worry about ‘picking up’ some 
catastrophic ‘what i f  thoughts from people sharing their experiences. It is also
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argued that the worry of picking up maladaptive thoughts from others can be 
addressed by allowing every group member to make a contribution throughout the 
sessions (Oei & Dingle, 2002). The issue of allowing members to make a 
contribution in every session seemed not to have been a possibility in the HGCBTs 
as indicated by the themes time and space. It seemed that for some members, having 
a large group meant that there was not always an opportunity for them to contribute 
in all the sessions, and so perhaps they felt left out.
What seems underlying and also a dominant theme is the gratitude expressed by the 
group attendees. This did not only reflect how efficiently and satisfactory the 
HGCBT programme was, as indicated by the descriptive data analysis but reflects 
the value of the exposure offered by the heterogeneity in the group. Having a 
heterogeneous group for the service meant that the clinicians did not have to wait for 
a sufficient number of service users with a specific disorder in order to start a group. 
Recent findings have also indicated the benefits of consolidating disorder-specific 
treatment protocols as pragmatic and cost effective. This may reduce the complexity, 
expense and time required to train practitioners to deliver the treatment and service 
users could receive one course of therapy rather than numerous therapies targeted at 
individual disorders. In addition, many services do not usually have a sufficient 
number of service users with each affective disorder to frequently and concurrently 
run disorder-specific CBT groups (Butler, et al., 2006).
A relevant theme raised by mindfulness seems to address a recent focus in the field 
of cognitive therapy. Some research now focuses on how negative thoughts are 
experienced, rather than the content of these (Moore & Gareland, 2003). Clinically, 
this trend has been reflected in the incorporation of techniques such as mindfulness 
into cognitive therapy programmes (Butler, et al., 2006). While mindfulness does 
seem efficacious within relapse focused GCBT programs (Muran & Safran, 2002), 
its application within the wider CBT context should be seriously considered. It seems 
that for clients, the ethos of mindfulness and CBT are conflicting. While mindfulness 
seeks to sensitise the client into accepting their feelings and thoughts (Muran & 
Safran, 2002), CBT encourages clients to question and challenge their negative 
thoughts. Perhaps it is this seemingly fundamental difference that is introduced in the
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latter part of a dominantly CBT themed group programme that placed mindfulness 
outside of the group’s interests or understanding.
Limitations
The study is limited in that it constitutes one element of a multifaceted treatment 
evaluation (see Appendix 1). Alone, any facet in the treatment evaluation will be 
limited in scope (Nelson & Steele, 2006). As a methodology, thematic analysis 
seemed restricted in extracting the ambiguities, nuances and complex meanings in 
the data. Thematic analysis has a limited interpretative power and has less 
recognition from the academic community as a valid method (Braun & Clarke, 
2006). Also, the questionnaire was designed in such a way that did not seem to elicit 
enough information, in some cases one word answers were given; for a thematic 
methodology, this is unsuitable (Braun & Clarke, 2006).
Recommendations''*
A major recommendation that this study addresses is that the HGCBT strongly 
satisfies the clients who used the group. Assessment of the HGCBT, outcome, 
evaluation and economic evaluations may also be useful. Consideration needs to be 
given to how the mindfulness is delivered to the group. More research interviews 
may be useful to establish whether the effects of time and space were significant 
enough to group attendees to warrant any changes.
Conclusion
While the efficacy of GCBT seems to be empirically established, there is a growing 
body of research arguing that commonalities across emotional disorders may 
outweigh the differences. By providing a HGCBT treatment programme to a 
heterogeneous client group for over 4 years, the HGCBT appears to be at the 
forefront of this knowledge. By focussing on the client’s satisfaction with the 
HGCBT, the study shows how important the heterogeneity in groups is for its 
attendees.
Comprehensive feedback from this study will be presented to the Specialist 
Psychology Service’s locality meeting in October 2009.
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APPENDICES
APPENDIX 1 : Multi faceted treatment evaluation (Nelson & Steele, 2006)
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APPENDIX 2: Evaluation form.
MOM Evaluation
Thank you for completing this evaluation of your group. Your comments and 
feedback will be used wherever possible to improve the groups we run in the future. 
It is important that you are honest and your answers are anonymous for this reason.
The following questions are about the level of therapeutic benefit you received from 
the group.
Overall, did you benefit from the group? (Please mark the line somewhere between 
each statement)
Not at all
Very
much
How helpful or unhelpful did you find each of these topics? (Please tick the box 
which corresponds most closely with your assessment)
Core Elements Very
helpful
Quite
helpful
Not so 
helpful
Unhelpful
5 part cognitive model
Setting goals
Relaxed breathing
Identifying key moods
Identifying hot thoughts
Examining the evidence
Balanced thinking
Experiments and action plans
Video (completing a thought record)
Tape (mindfulness intro)
Tape (mindfulness breathing meditation)
Lifetraps
Coping with setbacks
Mindfulness Exercise
Additional Information Very
helpful
Quite
helpful
Not so 
helpful
Unhelpful
Core beliefs
Anxiety information
Depression information
Anger, guilt and shame
Managing emotions (emotional
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regulation)
Did you find it helpful to come along to an Introduction Group before deciding to 
join?
How did you find the home-based tasks including reading?
Which aspect of the group programme did you find most helpful?
What aspects of the group programme did you find least helpful?
Were there areas you think the group should have covered but didn’t?
What would you change about the group?
Would you make any practical changes to the way in which we run the group, e.g. 
time, place, ambience, number of people, intensity over the six weeks, handouts.
Any other comments?
Thank you for taking the time to complete this form
206
Evidence o f SRRP vresentation, year 1
I f-îüssaçi! ■
S s.. s.  ^  ^E- i  E p-
D(I(K Ikply RfflyAH fomd 1$;$ Moiit Umil ùlf#! fo&Up
;  F i y e l e n  and David's SERF preseîiîations.
inStirk
Rt M snday,2(ljyne 201111:02
From: Wifi Fleming 
m i 7  June 201115:45  
Î 0 !  Helen Sti'rk
Subject: RE: Helen and David's SRRP présentations,
Dear Helen & David
T b an k you fortb gp rm tation  of yo u rS I^ 'stb a t  you did for thePsycbobgicalTber3pi6meM ing.lt m s  very weB receivedand veryhelpful.
Best w ishes Win
207
A B S T R A C T  O F  Q U A L I T A T I V E  R E S E A R C H  P R O J E C T
Exploring Trainee Clinical Psychologists’ experiences of doctoral training in 
preparation for becoming a clinical supervisor.
YEAR 3
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Title: Exylorins Trainee Clinical Psychoîosists ’ exveriences o f doctoral 
trainins in preparation for becomins a clinical superyisor.
Objectives: To gain an understanding of Trainee Clinical Psychologists’ 
experiences during clinical psychology training in relation to their future 
clinical supervisory roles.
Design: A qualitative design is appropriate to gather Trainee Clinical 
Psychologists’ accounts of training, using a focus group.
Participants: Six final year Trainee Clinical Psychologists at the University of 
Surrey took part in the focus group.
Analysis: The transcript of the focus group was analysed using the six-phase 
method of Thematic Analysis described by Braun and Clarke (2006). The 
transcript was analysed separately by the six researchers, then collaboratively 
to reach a group consensus. The checks recommended by Yardley (2000) were 
used to ensure credibility.
Results: Participants emphasized learning from placement, particularly from 
supervising others and from their experiences of being supervised. They 
experienced a lack of explicit teaching on the course, but considered the 
preparation to be an implicit process. They used theories of supervision to try 
to address the anxiety that supervising others provoked. Variability was noted 
in how ‘lucky’ participants felt in relation to their experiences of preparation 
and their confidence levels.
Conclusion: This study raises important implications for the preparedness of 
Trainee Clinical Psychologists to take on the role of supervisor once qualified. 
It may be necessary for clinical psychology courses to offer teaching around 
supervision earlier in the training, which would allow Trainee Clinical 
Psychologists to make explicit links between their placement experiences and 
theoretical frameworks.
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